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This study examined teacher perceptions of an intervention including a daily
behavior report (DBRC) with a measure of treatment integrity present (Experimental
Group) and without a measure of treatment integrity present (Control Group) The study
was conducted in an analog (i.e., vignettes) online format with teacher participants from a
southeastern school district. Each participant was presented with a vignette describing a
student with problem classroom behaviors, a summary functional behavior assessment,
and a sample behavior intervention plan including a DBRC. Only the Experimental
Group was then presented with a direct observation measure of treatment integrity
correlating to the DBRC. All teacher participants then rated the intervention using the
Usage Rating Profile-Intervention (URP-I).
On average teachers evaluated both the DBRC intervention with and without a
treatment integrity component positively (i.e., means ranged from slightly agree to agree
across all measures). A t-test indicated that no statistically significant differences existed
between the Experimental and Control Groups’ total scores on the URP-I. This indicated
that the measure of treatment integrity did not impact teachers’ ratings of the intervention

on the URP-I. A MANOVA procedure found no statistically significant differences in
teachers’ ratings of the intervention using each of the four factor scores of the URP-I (i.e.,
Acceptability, Understanding, Feasibility, and Systems Support). A multiple regression
procedure used to examine various raters’ demographic characteristics found no
statistically significant predictability for URP-I scores based on race, grades taught, years
experience, and teaching setting (special/gifted versus general education).
Cautious generalizations should be made due to limitations including the analog
nature of the study, limited geographical area and participant characteristics.
Additionally, the URP-I, a direct observation treatment integrity checklist, and a behavior
intervention plan with an emphasis on a DBRC were all used. Use of other variables such
as different interventions, rating scales and treatment integrity measures should be
investigated.
Suggestions for future research include conducting similar lines of research in
naturalistic settings with school teachers and children, continued research in the different
ways to collect treatment integrity research, and conducting acceptability and teacher
perception research for other behavior interventions, target behaviors, and with other
teacher groups.
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CHAPTER I
INTRODUCTION

School psychologists are continually required to participate in the development,
implementation, and evaluation of empirically-based interventions designed to address
the academic, behavioral, and mental health needs of referred students (Nastasi &
Truscott, 2000). In fact, the practice of school psychology has firm foundations in its
research-based practices. Many graduate training programs in school psychology endorse
the scientist-practitioner model where psychological science and research is used to
directly guide applied methods and practice (Stoiber & Kratochwill, 2000). Recent
training standards outlined by the National Association of School Psychologists (NASP,
2010) focus heavily on the provision of services using data-based decision making and
accountability (e.g., implementation integrity) measures. In relation to this, there has
been a shift in the focus of education professionals to address treatment integrity. Sanetti
and Kratochwill (2009) summarized the shift’s motivation stemming from the following
four areas:
…federal legislation (e.g. No Child Left Behind, 2002; Individuals with
Disabilities Education Improvement Act [IDEIA], 2004), professional
organizations’ position statements (e.g. National Association of School
Psychologists, 2005), inclusion of treatment integrity data requirements in
research proposal request from granting agencies (e.g. Institute for Education
1

Sciences, 2009), and the evidence-based intervention and response to intervention
(RtI) movements. (p. 445)
These research-based foundations and recent legal mandates, in conjunction with the
changing responsibilities of the modern school psychologist to oversee and supervise
interventions rather than to be a direct service provider, raise concerns not only about the
integrity with which interventions are implemented, but also the acceptability of the
consultative services and recommendations provided by the school psychologists as a
credentialed, professional service provider. However, Sanetti and Kratochwill (2009)
report a “dearth of empirical attention to the construct [of acceptability]” (p. 446).
Acceptability has traditionally received the greatest emphasis in the professional
literature over all of the other factors that may be used to predict whether an intervention
will be used and judged to be effective (Chafouleas, Briesch, Riley-Tillman, & McCoach,
2009).
Furthermore, the relationship between treatment integrity and treatment
acceptability has also been highlighted in the school psychology literature as evidenced
by conceptual publications and reviews (e.g., Eckert & Hintze, 2000; Finn & Sladeczek,
2001), and the School Psychology Quarterly mini-series completely devoted to the topic
of treatment acceptability (Nastasi & Truscott, 2000). However, this focus has not been
placed on the acceptability of the inclusion of behavior plans with measures of integrity,
rather it has been placed on types of interventions (McDougal, Clonan, & Martens, 2000;
Nastasi et al., 2000; Truscott, Cosgrove, Meyers, & Eidle-Barkman, 2000) and prereferral intervention team research (McDougal et al., 2000; Nastasi et al., 2000; Truscott
et al. 2000).
2

A brief introduction of both treatment integrity and treatment acceptability are
present below, followed by statements of the problem and purpose of this study.
Treatment Integrity
Treatment integrity is considered by many researchers to be an important factor
involved with compliance and appropriate implementation of a treatment plan (Addis &
Jacobson, 2000; Reimers & Lee, 1991; Reimers, Wacker, Cooper, & DeRaad, 1992b).
Many researchers have provided definitions of treatment integrity (see details in Chapter
II). However, for the purposes of this study, treatment integrity is defined as the degree to
which an intervention was adhered to as the intervention or plan was intended to be.
Many factors can influence the level of treatment and integrity including
characteristics of the intervention, interventionist, and client (Roach & Elliot, 2008).
Although most researchers agree that considering treatment integrity is an important
factor in determining if an intervention is effective (Gresham, MacMillian, BeebeFrankenberger & Bocian, 2000), historically there has been a lack of treatment integrity
reported in peer-reviewed journals (Gresham et al., 2000; Gresham, Gansle, Noell,
Cohen, & Rosenblum, 1993). One of the factors to consider when evaluating treatment
integrity briefly reviewed here, and further in Chapter II, is treatment acceptability.
Treatment Acceptability
Kazdin, French, and Sherick (1981) defined treatment acceptability as “judgments
of lay persons, clients, and others of whether the procedures proposed for treatment are
appropriate, fair, and reasonable for the problem or client” (p. 900). Two methods to
measure treatment acceptability, social comparison and subjective evaluation, have been
3

proposed in research literature (Kazdin, 1977). However, subjective evaluation has been
the typical method reported more frequently in the literature (Kennedy, 1992).
One important discussion within the response to intervention (RtI), or three-tier,
model of intervention is the need for teachers’ acceptance of suggested interventions.
Walker and Shinn (2010) discussed the teacher view of acceptability as an evaluation of
“the trade off between the perceived effort required to apply the new approach and the
benefit or gain that will be realized as a result of its application” (p. 11).
In relation, these authors noted that many interventions never succeed in the
‘simple cost-benefit test’ of acceptability, meaning that teachers often perceive an
intervention to be too time consuming, too difficult to implement, and/or unlikely to
address a specific student’s issues. Thus, an intervention does not get implemented, or if
it does get implemented it does not get implemented with integrity. This then leads to
failure of the intervention to improve a student’s behavior or functioning. Clearly,
treatment acceptability is truly a critical consideration when developing an intervention in
the educational setting.
In order to assess levels of treatment acceptability several measures have been
developed. These measures typically address specifics of the behavior intervention
techniques and procedures (Eckert & Hintze, 2000) and are a questionnaire consisting of
Likert-type questions rating the fairness and effectiveness of the aspects of the
intervention (Finn & Sladeczek, 2001). Common treatment acceptability measures
include: (a) the Intervention Rating Profile-15 and -20 (IRP-15 and IRP-20), developed
by Martens and Witt (1982); (b) the Abbreviated Acceptability Rating Profile (AARP),
developed by Tarnowski and Simonian (1992); (c) the Behavior Intervention Rating
4

System (BIRS), developed by Elliot and colleagues (Von Brock & Elliot, 1987; Elliot &
Von Brock Treuting, 1991); and (d) the Usage Rating Profile-Intervention (URP-I),
developed by Chafouleas et al. (2009). Of these, the most recently developed URP-I may
be considered the most attractive or comprehensive with a four-factor model to address a
broader view of acceptability within the social validity concept. The four factors include
Acceptability, Knowledge, Feasibility and Systems Support. The URP-I also incorporates
items from the IRP-15. Typically, these measures are based on a rating of implementation
of each item in a list of steps within an intervention protocol. As previously mentioned,
Sanetti and Kratochwill (2009) emphasize a significant lack of empirical evidence in the
construct of acceptability for various interventions and procedures used in the educational
setting. Acceptability has traditionally received the greatest emphasis in the professional
literature over all of the other factors that may be used to predict whether an intervention
will be used and judged to be effective (Chafouleas et al., 2009).
In summary, both treatment acceptability and integrity provide meaningful
information for school psychologists and consultants working to change student
performance in a given area. Additionally, the use of a measure such as the URP-I has the
potential to yield information concerning not only the acceptability of the intervention,
but also information on the understanding of the intervention, the feasibility of the
intervention, and the perception of support for the intervention to be implemented.
Overall, a better understanding of the relationship between teacher acceptability and
treatment integrity, URP-I factors, and other factors possibly related to URP-I scores is
needed.

5

Statement of the Problem
Recently, the relationship between treatment integrity and treatment acceptability
has been investigated in the field of school psychology with a renewed focus (e.g.,
Chafouleas et al., 2009; Eckert & Hintze, 2000; Finn & Sladeczek, 2001; Nastasi &
Truscott, 2000). Researchers have cited serious concerns with intervention treatment
integrity (Martens, Witt, Elliott, & Darveaux, 1985). Although many factors could
influence treatment integrity, the acceptability of the intervention by the consumer is
often cited as one of the most important considerations (Chafouleas et al., 2009;
Perepletchikova & Kazdin 2005; Wolf, 1978). Although research studies have been
developed to evaluate if a priori acceptance of an intervention would lead to greater
levels of treatment integrity, little research has been conducted to evaluate if increased
knowledge about the measurement of treatment integrity would affect teacher ratings of a
behavior intervention. Furthermore, most investigators have only used single factor
treatment acceptability measures in previous research investigations. Chafouleas et al.
(2009) developed the URP-I, which is designed to evaluate consumer perceptions of
intervention usage constructs of understanding, feasibility, and systems support in
addition to acceptability.
Statement of Purpose
The current study is designed to evaluate the treatment acceptability ratings of
school personnel who review case scenarios and behavioral intervention plans with and
without the use of integrity measures. The methodology has been adapted from previous
research published by other respected scholars in the field (e.g., Chafouleas et al., 2009)
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to evaluate treatment acceptability of a commonly used behavior intervention (e.g., the
Daily Behavior Report Card [DBRC]).
Specifically, teachers’ ratings (e.g. acceptability, understanding, feasibility, and
systems support) of the DBRC were collected using the URP-I (Chafouleas et al., 2009).
Teachers were presented one problem scenario including a brief functional behavior
assessment and DBRC. The scenario displayed two similar DBRCs to all teachers. One
was for students with higher number concepts (e.g. points earned were to be numerically
added to apply to a goal) than the other (e.g. points earned were tallied and counted to
apply to a goal). All teachers viewed both DBRCs and later rated items on the URP-I
based on their current teaching needs. Before rating the interventions, the Experimental
Group additionally viewed a measure of treatment integrity based upon the DBRC, and
the Control Group did not view a measure of treatment integrity. The URP-I was selected
as the measure of acceptability because it provides multiple subscales of measurement
beyond a single factor, incorporates items from the commonly used IRP-15, and the fact
that this project is designed to serve as an extension of the research study conducted by
Chafouleas et al. (2009).

Research Questions
The following research questions are proposed:
Research Question 1, Will statistically significant differences exist among the
total score on the URP-I when public school teachers are presented with a behavior
intervention with or without the presence of a treatment integrity measure?
7

Research Question 2: Will statistically significant differences exist among the
URP-I factors of acceptability, understanding, feasibility, and systems support when
public school teachers are presented with a behavior intervention with or without the
presence of a treatment integrity measure?
Research Question 3: Which of these public school teacher demographic
variables, race, grade taught, years of experience, and setting types of special/gifted
versus general education, will predict URP-I scores?

8

CHAPTER II
LITERATURE REVIEW

The current chapter provides an overview of important literature related to: (a)
classroom management trends; (b) the DBRC, a specific behavior management tool and
intervention strategy; and (c) the three interrelated concepts of social validity, treatment
acceptability and treatment integrity. Specifically, the chapter begins with an important
discussion of classroom management, related laws, and the integrity and acceptability of
classroom management techniques. Within the broader context of behavior intervention
plans, behavior monitoring tools and DBRCs are then discussed. The influence of social
validity research on current practices then leads to a review of treatment acceptability.
The chapter concludes with a review of treatment integrity literature.
Introduction
Classroom management is an important component of the educational
environment (Henington & Doggett, 2010). Educational methods have long been sought
to enhance educators’ ability to manage their classrooms and have changed the way that
school psychologists practice in the educational setting. These methods have become an
increased focal point with the change in the Individuals with Disabilities Education Act
(IDEA) requirements to allow local education agencies to consider the response to
scientific, research-based intervention as part of the specific learning disability
9

determination process (IDEIA, 2004). The scientific, research-based intervention has
become commonly referred to as response to intervention or RtI (Danielson, 2011).
RtI is a tiered system of interventions (e.g., Tier 1 involves quality core
instruction and effective classroom behavior management; Tier 2 involves supplemental
supports often implemented in the classroom and/or by teachers; and Tier 3 involves and
intensive individualized interventions) based on student need and their response to the
intervention (National Center on Response to Intervention, 2013). To assist with the
training and professional development needs that the adoption of RtI has necessitated,
many books and professional development materials have been developed to assist in
learning RtI methodology, terms, and practices (Burns & Gibbons, 2008; BrownChidsey, Bronaugh, & McGraw, 2009; Wright, 2007, 2008). The school psychologist
may assist other educational professionals in this new RtI model by providing training in
classroom management techniques, and assisting with monitoring effectiveness and
integrity of interventions. Although RtI typically encompasses the interventions for both
academic and behavioral concerns, behavioral interventions as a component of classroom
management are the focus of this review.
Classroom Management
Definitions and Practice
In his chapter History of Research on Classroom Management, Brophy (2006)
defined classroom management as “actions taken to create and maintain a learning
environment conductive to successful instruction (arranging the physical environment,
establishing rules and procedures, maintaining students’ attention to lessons and
engagement in activities)” (p. 17). Brophy further explained that from the beginning of
10

the 20th century classroom management was noted to include some practices that lacked
empirical support. A movement from previous practice guided by Christian values to
those supported by empirical data created a need for external validation of studies
conducted with clinical, animal, and non-classroom settings (Brophy, 2006).
Furthermore, due to the empirical approach implemented within behavioral theories, the
influence of behaviorism and its empirical methodology began to influence the research
conducted in the classroom and in classroom management as a whole. Additionally, the
increased demand for classroom intervention to be used within the RtI model has lead to
many classroom management packages that are marked by profit seeking companies
(Brophy, 2006).
Some of these packaged programs were reviewed by Freiberg and Lapointe
(2006) who define classroom management as:
The ability of teachers and students to agree upon and carry forward a common
framework for social and academic interactions, by creating an ethos of effort
within a social fabric that is built over time, and ultimately leads to student selfdiscipline. (p. 737).
These researchers looked at 40 intervention packages and analyzed each on various
components including if the program addresses school/classroom climate, student
protective factors, student risk factors, and academic achievement. Researchers grouped
the 40 intervention packages into the following categories classroom-based management
programs (N = 2), classroom management program or special populations (N = 2),
specific strategies for classroom discipline (N = 2), schoolwide management programs
(N = 5), resiliency-based and character education programs (N = 7), classroom-based
11

curriculum programs on violence prevention (N = 8), schoolwide conflict resolution and
peer mediation programs (N = 8), out of classroom programs for small groups or
individuals (N = 6). Overall their research found a limited number of packaged programs
aimed at various classroom management concerns, rather than specific concerns.
Ultimately this generalized approach limited their ability to make suggestions about
classroom management programs that address several simultaneous behaviors for the
classroom setting. Thus, the effects of these and other programs should be investigated
further to understand the effectiveness and implications for practice in the applied setting
with a variety of behavioral concerns.
In Sayeski and Brown’s (2011) Developing a Classroom Management Plan Using
a Tiered Approach, the authors state that poor classroom management creates lost
instructional time, stress, and feelings of inadequacy. Although, historically, special
educators have had the responsibility of addressing specific behaviors as educational
goals, now with a tiered approach under RtI, general educators are often expected to
implement classroom management and behavior intervention plans that include
individualized and student-specific goals. Sayeski and Brown further indicate that Tier 1
‘preventative classroom management’ includes strategies like choral responding,
organized classroom, established routines, and positively stated rules. Tier 2 includes
additional behavior supports like a positive reinforcement system, token economy,
behavior contract, the DBRC, and contingency systems such as the home-school note.
Tier 3 ‘intensive, individualized interventions’ include individualized interventions or
supports following a functional behavior assessment and inclusive a behavior
intervention plan that may incorporate self-monitoring strategies, daily student evaluation
12

(i.e., progress monitoring), social skills instruction, support groups, crisis management,
and/or safely plans. With the diverse options for classroom management, federal
regulations have recently provided guidance for classroom management and behavioral
concerns. For example, in 2002 the US Department of Education formed the What Works
Clearinghouse to assist educators in making informed decisions about interventions
(What Works Clearinghouse, n.d.). The What Works Clearinghouse has over 700
publications and 6,000 reviewed studies available to the public with a focus on student
outcome research (What Works Clearinghouse, n.d.). Often, these interventions are
developed, implemented, and/or monitored for effectiveness with the assistance of a
school psychologist (NASP, 2006). Through the use of techniques such as graphing of
students’ data, teachers and other educators like school psychologists can evaluate
whether the intervention is effective. Based upon the data, educators can determine if the
intervention should be continued, modified, or replaced with another intervention (NASP,
2006). However, determining effectiveness can only be objective with acceptable
treatment integrity (DeFazio, Fain, & Duchaine, 2011).
Thus, today’s school psychologists and educators are involved in the RtI process
that promotes the use of data-based decision making. In the RtI framework, data
collection of treatment integrity and progress monitoring are imperative to assist in the
evaluation of the effectiveness of an intervention. Therefore, scientifically research based
classroom management and behavioral interventions, techniques and strategies are
critical. To investigate the current use of empirical evidence to guide practice, a review of
the legal mandates and accountability systems guiding current practice will be provided,
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followed by a review of the importance of treatment integrity and acceptability in
classroom management.
Importance of Integrity and Acceptability in Classroom Management
Historically, special education law has driven some aspects of special education
practice. Both students who are gifted and those who are identified or suspected of
having a disability are covered by IDEIA (2004). Through historical updates in IDEIA,
functional behavior assessments and behavior intervention plans were mandated in 1997
and additional guidance was provided in 2004 to support the alignment of No Child Left
Behind in 2002, which also aligns with the RtI model. While special education focuses on
provisions of IDEIA, general education focuses on the provisions of state curriculum
standards or, more recently, the common core standards. Base on this foundation of
special and general education law, educators have now moved forward to fine tuning the
practice of supporting learning while following these laws. This fine-tuning includes
examining intervention effectives, treatment integrity and acceptability.
The concern of practitioners about classroom management is that effectiveness of
RtI and special education programming is entirely contingent on whether the intervention
or treatment was implemented with integrity. Decisions are made based upon the
assumption that interventions are, in fact, implemented as they were designed. For
example, a teacher-implemented intervention may be a student specific token economy
with a reward of extra computer time based on performing specific behaviors. If the
teacher gives the whole class, including the specific student, extra computer time for
another reason, the efficacy data will not be reflective of the intervention’s
implementation. Both RtI and special education decision-making teams must be equipped
14

with accurate efficacy and treatment integrity data of the programming or intervention in
order to determine if the prescribed intervention has been effective. To take the above
intervention example further, a team may implement a more intense intervention and be
given information about a student’s behaviors following a social skills training
programming indicating that the programming was ineffective. If the team is not given an
indication of the degree to which the programming was implemented, they may make an
incorrect decision concerning the effectiveness of the programming rather than realizing
that, in fact, the implementation of the programming should be questioned. Within RtI
methodology, this is a serious concern as the premise for many programs is that the
student response may indicate in part the presence or lack of a disability impacting the
child’s education (National Center on Response to Intervention, 2013).
In the given example, the individual responsible for social skills training
implementation may have some doubts about or difficulties with the programming that
may impact their willingness or ability to implement the intervention correctly. For
example the individual may not believe the intervention will meet the needs of the
student, may find the intervention to difficult to implement (e.g., lack skills), find the
intervention impractical to implement in the classroom (e.g., requires too much time,
interferes with class instruction), etc. These concerns can be addressed previous to the
selection of an intervention by measuring the interventionist’s acceptance of the
intervention. Although it has been suggested that interventions that are accepted by the
teacher will yield greater integrity (Witt & Elliot, 1985), more research in this area is
needed (Sterling-Turner & Watson, 2002).
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The relationship between treatment acceptability and integrity will be discussed in
more detail in the Treatment Acceptability section of this chapter. A detailed review of
the items that would be evaluated for treatment effectiveness, integrity and acceptability
including behavior intervention plans, several tools in the measurement of behavior and
the DBRC follow.
Behavior Intervention Plans
School psychologists and educators have conducted functional behavioral
assessments and created behavior intervention plans for students with behavioral
concerns for many years as required by federal law (e.g., reauthorizations of IDEA in
1997 and 2004). Since the 1980s, the numbers of school-based applications of functional
behavioral assessments have been growing (Erving et al., 2001). When functional
assessment procedures are carried out effectively, a function-based behavior intervention
plan is developed to modify the environmental contingencies associated with the problem
behavior and teach the student functionally equivalent replacement behaviors. In
addition, treatment integrity measures or protocols are often developed in conjunction
with the development of the behavior intervention plan in order to assist consumers (i.e.,
teachers, paraprofessionals, administrators) to implement the treatment with appropriate
levels of integrity or fidelity. However, the influence or acceptance of the use of
treatment integrity measures within behavior intervention plans is not extensive within
the treatment integrity and acceptability literature base. Although acceptability of
integrity measures may be lacking in the research base, tools for progress monitoring are
discussed frequently in peer-reviewed literature.
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Behavior Monitoring Tools
Since the emergence of special education laws and more recently with the RtI
model, experts have sought to provide more information to educators regarding behavior
monitoring tools and techniques. The following tools have been reviewed and are
described briefly below: behavior rating scales, permanent products, systematic direct
observations, home-school notes, and the DBRC.
Behavior rating scales are ratings of a set of behaviors usually completed by the
interventionist, educator, parent and/or student for school-based situations. In their
review of behavior rating scales, Riley-Tillman, Chafouleas, and Briesch (2007) indicate
a number of drawbacks to these as tools for behavior monitoring. Typically behavior
rating scales are given relatively infrequent, bimonthly or less often, therefore collecting
a perception of behavior over time rather than a frequent and more sensitive measure of
behavior changes. Additionally, behavior rating scales include a high number of items
that must be completed for each collection of data, and the tendency of the measures to
focus on the measurement of only negative behaviors. The items on many behavior
ratings scales are not specific to the exact ‘target’ behavior school-based staff desire to
change. Those desiring to implement proactive interventions or to measure behavior
changes, especially when the target is appropriate or desired behaviors, might not be
interested in conducting monitoring using with scales that measure only negative
behaviors. Tyson (2004) reports a fundamental concern with behavior rating scales of a
lack of research in the area of factorial and item equivalence across different ethnic
groups.

17

Riley-Tillman et al. (2007) also reviewed ‘permanent products’ which are sources
of information and data that already exist in various forms in the school setting (e.g.,
discipline referral forms, records of absences and early check out, tardy slips, grade
reports, behavioral logs). However, these permanent products may not produce the data
for or specific descriptions of the problematic or target behaviors. Additionally, low or
moderate level behaviors, such as off-task or calling out may not be tracked through
permanent products. Permanent products like office discipline referrals may also have a
high level of teacher influence, whereas the tolerance of one teacher concerning a target
behavior and another may differ significantly.
Systematic direct observations were also reviewed by Riley-Tillman et al. (2007)
and are often suggested by the education professionals to be the most widely accepted
method for formative (ongoing) collection of behavior data. These observations include
some type of organized observation method. They range from observing a predetermined
set of criteria as present or absent, to more complex observations like interval, timesampling, duration or latency recordings. These authors suggested that the number of
observations needed to provide a reliable estimate of behavior can vary, that lowfrequency behaviors are not easily observed, and that the resources of time and trained
staff to conduct the observations may be very intense. Other researchers have suggested
drawbacks to systematic direct observations to include a very narrow and limited focus of
understanding of the behavior in question due to the limited time that many observations
are conducted, approximately 20 minutes (Briesch, Chafouleas, & Riley-Tillman, 2010).
Additionally, Riley-Tillman et al. (2007) found that roughly the same amount of school
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psychologists, approximately 32%, in a survey reported frequent use as no or minimal
use of systematic direct observation.
Although not specifically reviewed by Riley-Tillman et al. (2007) in the series of
reviews for behavior monitoring tools, the school-home note (Kelly, 1990) can also be
used as a monitoring tool. This note is a monitoring and intervention tool designed to
reduce school-based problem behaviors by increasing home-school and school-home
communication and encouraging or providing home-based consequences contingent on
school behaviors (Kelley, 1990). The school-home note differs from the DBRC because
the school-home note always has a component in which the parent minimally requested
to provide home-based consequences. However, some researchers use the terms
interchangeably. From the viewpoint of the implementer, teacher(s) indicate a point value
or rating for the student’s expected behaviors either daily or at various intervals
throughout the day. Educators and parents are expected to provide consequences based
on the ratings (Kelly & Jurbergs, 2009). Additionally, changes to the traditional schoolhome note may include extending the evaluation of the ratings to weekly for older
adolescents (Kelly & Jurbergs, 2009).
The final option discussed by Riley-Tillman et al. (2007) is the DBRC. A DBRC
is a measure that includes a daily rating of specified behaviors to be shared with someone
other than the rater (Chafouleas, Riley-Tillman, & McDougal, 2002). Similar to the
school to home note, the DBRC has often been considered an intervention tool in the
literature; however, Chafouleas and colleagues (2007) maintain that the DBRC is also
valuable as an assessment tool. The benefit to the educator is that intervention and
monitoring occur simultaneously with the intervention; while in other methods these two
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tasks typically require the efforts of two individuals. Limitations include (a) the possible
influence of rater error, (b) the influence of the teacher’s duel role as classroom manager,
and (c) influence of the teacher by changing his/her behavior because they are the rater
(Briesch et al., 2010). Because the DBRC is the focus of this study, additional
information on this tool is provided below.
Daily Behavior Report Cards
Although individual behavior interventions such as a School-Home Note (Kelly,
1990) or DBRC (Jurbergs, Palcic, & Kelley, 2010) have proven to be effective, concerns
have been noted in the area of transferring these techniques from research to actual
classroom application and with generalization of intervention outcomes (Casey, Deno,
Marston, & Skiba, 1988). With fidelity of the treatment implementation being a serious
concern (Martens et al., 1985), replication of research results in the classroom setting
may be jeopardized by compromised practitioner implementation (Reimers, Wacker, &
Koeppel, 1987). Of the many possible reasons that behavior plans or treatments are not
implemented with adequate levels of treatment integrity, the perceived social validity of
the intervention by the consumer is often cited as one of the most important
considerations (Wolf, 1978). As such, a review of the literature related to classroom
management trends including the DBRC, social validity, treatment integrity, and
treatment acceptability is presented in subsequent sections.
DBRCs have been referred to by many names including home notes (Blechman,
Taylor, & Schrader, 1981), home-based reinforcement (Bailey, Wold, & Phillips, 1970),
daily report cards (Dougherty & Dougherty, 1977), school-home notes (Kelly, 1990) and
home-school notes (Long & Edwards, 1994). Common characteristics of DBRCs include
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(a) behaviors are clearly specified (b) rating of the behavior(s) occurs, (c) information is
shared across individuals, and (d) the card is used to monitor the effects of an
intervention (or as a component of an intervention).
The steps for designing DBRCs are specified in Riley-Tillman et al.’s A School
Practitioner’s Guide to Using Daily Behavior Report Cards to Monitor Student Behavior
(2007). Five considerations are proposed in the conceptual model: (a) nature of the
problem behavior used for the data, (b) the presence of reliable and feasible alternatives
to the DBRC, (c) feasibility of the DBRC, and (d) rater characteristics. Although the
DBRC can be effective in-and-of-itself, it is often paired with other tools or interventions.
The first example of the need to pair DBRC with another intervention is given by the
authors would be if the problem behavior could cause immediate physical harm to self or
others. Also, the authors do not advise the sole use of a DBRC when the data will be used
for diagnostic purposes. DBRCs have not been extensively psychometrically evaluated;
thus, they do not recommend the DBRC in isolation until evidence of the psychometric
properties of the DBRC are found to indicate stable, reliable and valid indicators.
Riley-Tillman et al. (2007) emphasize reliability and feasibility as key
components of the DBRC. The authors give the example of using frequent repeated
systematic direct observation performed by a school psychologist to show feasibility and
reliability. The feasibility and rater characteristics to consider before designing the DBRC
include (a) if resources are available to use a DBRC, (b) if the rater finds using the DBRC
acceptable, and (c) if the rater has the skill to use a DBRC.
Riley-Tillman et al. (2007) provide six steps in designing a DBRC if feasibility
and rater characteristics have been met. These steps include:
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1. Define the specific behavior of interest using a simple operant definition
2. Decide the time and place of the observation
3. Decide the rating frequency
4. Determine type of scale and anchor points for each level of the scale
5. Design the actual rating card, considering feedback from all involved
6. Define each person’s responsibilities
The designer of the DBRC would then implement the DBRC monitoring system and
treatment integrity would be monitored in some way.
A comprehensive list of DBRC components, with options for each component,
has been adapted by Riley-Tillman et al. (2007) from Chafouleas et al. (2002). These
include (a) desired change in behavior, (b) type of behavior, (c) focus of rating, (d) time
of observation, (e) setting of observation, (f) frequency of data collection, (g) rater and
rating system. For example, the type of behavior options includes use of single or cluster
behaviors. A single behavior might be ‘call-outs’ and a cluster might be aggressive
behaviors.
Because of the empirical support of the DBRC and ability to use the data to track
behaviors as required in current RtI models required by IDEA and many state mandates,
the DBRC is an intervention and assessment tool that can be augmented to fit various
situational needs. Behaviors that have been addressed successfully with the DBRC
include increased homework completion, increased attention, appropriate participation,
decreased disruptions, increased compliance, and decreased aggressive behavior
(Blechman, Kotanchick, & Taylor, 1981; Kelly, 1990). Changes to the traditional DBRC
may include extending the evaluation of the ratings to weekly for older adolescents
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(Kelly & Jurbergs, 2009). Other changes that have been noted in the literature include
incorporating a response-cost consequence system based on the on-going rating within
the DBRC (Kelly & Jurbergs, 2009). This results from research showing that the use of
positive consequences alone do not sufficiently change behavior to a desired level or
maintain that desired behavior in children, especially those with Attention Deficit
Hyperactivity Disorder (Acker & O’Leary, 1987; Forehand, 1987; Pfiffner & O’Leary,
1987; Rosen, O’Leary, Joyce, Conway, & Pfiffner, 1984). As the DBRC has been used
for multiple behaviors with several variations, one group of researchers has created an
intervention package with a DBRC as a key component to the model.
The intervention program called the Behavior Education Program (Crone,
Hawken, & Horner, 2010) incorporates a DBRC as a component of their larger behavior
plan. The authors offer several suggestions in creating the DBRC, including to positive
wording of the behavioral expectations to be performed by the student such as “Keep
hands, feet, and objects to yourself,” rather than “No touching others” (p. 71).
Additionally, they recommend using the school’s RtI Tier 1 behavioral expectations as
the behaviors (i.e., universal rules such as “Be Kind”, “Be Prepared”) to be rated and
reinforced on the DBRC in order to increase the practice and feedback given for these
expectations. Individualized interventions are only recommended when a student has
consistent failure toward meeting intervention goals. The authors also suggest a comment
box be built in to the DBRC, but this is to be optionally filled out and comments that are
negative should not be permitted. Also, concerning the scoring, the authors suggest using
a 3-point system with operational definitions of the ratings such as ‘“0 = No” (the student
did not meet the behavior expectation), “1 = Good” (the student did a good job meeting
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the expectations), and “2 = Great” (the student did a great job meeting the expectations)”
(p. 74). As shown in Figure 1 and recommended by the authors, the DBRC should (a)
have no more than five expected behaviors, (b) be teacher-friendly and require ratings
rather than narrative feedback, (c) not address nonclassroom settings, (d) have a place for
teacher(s) and parents to sign and/or initial, (e) if previously determined, include areas for
goal percentage, and (f) include an area for total points earned to be written.

Figure 1.

Example of a Lower Elementary Daily Progress Report (DPR).

Note: From Figure 6.4 of page 76 in D.A. Crone, L. S. Hawken & R. H. Horner (2010).
Responding to problem behavior in schools: The behavior education program (Second
edition). New York, NY: The Guilford Press. Copyright permissions granted from
Copyright Clearance Center.
One of the benefits to using a DBRC is that the data collection measure is builtinto the intervention. These daily teacher ratings have been used for planning and
evaluating interventions and have been found to decrease the time and resource intensity
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required for direct observation data collection (Chafouleas, McDougal, Riley-Tilman,
Panahon, & Hilt, 2005). Additional benefits of the DBRC have been cited in the
literature. For example, DBRCs can be used to reduce the potential negativity formed
between parents and teachers as a result of the utilization of notes only describing student
misbehavior in the classroom environment. Other researchers have also noted that daily
report cards can be used to monitor changes in the student’s environment or introduction
of new medications, to monitor both positive behaviors and negative behaviors, to yield
more immediate feedback to the student and parent, to focus on skill building with the
student, to allow more opportunities for positive reinforcement of appropriate behaviors,
to improve parent-child discussion concerning school performance, and to decrease
negative interactions between parents and teachers (Kelly & Jurbergs, 2009).
Effectiveness of DBRCs. Several studies have compared the effectiveness of
DBRCs when used in conjunction with different forms of reinforcement or punishment
contingencies. McCain and Kelley (1994) examined the effectiveness of a DBRC for
addressing specific behaviors including on-task, off-task, and disruptive behaviors
targeted to increase overall classroom performance of three boys in the fourth grade.
Parents were instructed via a behavioral contract to provide positive reinforcement for
positive notes and to utilize response cost methods on days when the established point
criterion was not met. Compared to the traditional DBRC, the researchers found that the
boys displayed lower and more stabilized levels of disruptive behavior during the
response-cost intervention.
Furthering this research, Kelley and McCain (1995) implemented a traditional
DBRC and a response-cost DBRC with five elementary students. The response-cost
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DBRC intervention involved the teacher issuing a reprimand and marking off already
awarded smiley faces for being off-task or for displaying disruptive behavior. Parents
were to provide rewards contingent meeting the established criterion (i.e., specific
number of smiley faces and satisfactory ratings on the report card). Both the traditional
DBRC and the response-cost DBRC were effective; however, researchers noted that for
three of the five students significantly greater improvement was noted during the
response-cost condition.
More research has been conducted concerning the involvement of parental
consequences in the use of DBRCs. Jurbergs, Palcic, and Kelley (2010) compared the
conditions of teacher feedback only, the inclusion of parent delivered consequences, and
no feedback or consequences for 43 African American third graders with ADHD and
from low income families. Results indicated that both intervention conditions were more
effective than no intervention and that home-based consequences provided better
outcomes than teacher feedback alone. However, Palcic, Jurbergs, and Kelley’s (2007)
research indicated that when parents are unable to provide consistent consequences for
home-based DBRC interventions, with low-income African American children with
ADHD, classroom-based consequences may be substituted.
Researchers have also begun to evaluate DBRC data and direct observation data.
Chafouleas et al. (2005) examined the combined off-task behaviors of off-task motor and
off-task verbal as described in the Behavioral Observation of Students in Schools (BOSS;
Shapiro, 1996) with one of three teacher chosen behaviors. These behaviors included
noncompliant behavior, disruptive behavior, and negative peer interaction; all of which
were operationally defined. The DBRC utilized in this student incorporated a 0-5 Likert26

type rating scale with a descriptor and percentage of behavioral completion. The
observation included a 15-minute observation with 20-second intervals utilizing a
momentary time sampling technique. The observer could then calculate an estimated
percentage of time the behavior was observed and transfer the percentage into the rating
that was indicated on the DBRC. Participants included teachers and observers, who were
graduate students trained in systematic observation. Researchers also found no
statistically significant differences among two different training conditions and two
behavior severity conditions. Results indicated 82-87% of cases had either a 0- or 1-point
difference between the teacher and the observer on the DBRC ratings. Correlations were
calculated between the observation and DBRCs and moderate association were found.
These researchers suggest that although moderate correlations have been found, the
DBRC data should not replace direct observation. Rather it should be utilized to
compliment direct observation when the approach is more feasible and to possibly reduce
reactivity that direct observation may create.
Future and Needed Research with DBRCs
In addition to efficacy of interventions with the traditional DBRC, research has
also evaluated the acceptability of DBRCs, although it is limited. When compared to
response cost, classroom lottery, and medication, Pisecco, Huzinex, and Curtis (2001)
found that teachers favored the use of a DBRC. Additionally, it has been found that the
DBRCs utilizing a response cost method were preferred (Jurbergs et al., 2007) and those
in which the parent delivered the consequence were preferred over teacher delivered
consequences. Many interventions that include a DBRC need more extensive research.
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One area of needed research is to determine the functions of behaviors the intervention
addresses best.
To date, one dissertation briefly addresses the function of student behavior in
relation to the DBRC (Weakly, 2012). This research examined the effects of a Check
In/Check Out intervention with a DBRC with and without feedback for the DBRC.
Systematic direct observation of appropriate engaged behaviors and office discipline
referrals were also examined. Treatment acceptability and treatment integrity using a
checklist were also collected. Methodology utilized single subject design with a multiple
baseline that was counterbalanced across four secondary student participants. The initial
design was to utilize a 3-point DBRC; however, this was determined as not sensitive
enough for this study and a 10-point DBRC scale was utilized.
Before Weakly’s (2012) interventions began, the Functional Assessment
Informant Record-Teachers, (FAIR-T; Doggett, Mueller, & Moore, 2002) was completed
upon all four participants. This interview questionnaire aided the researchers to develop
hypothesis concerning the participants’ behavior. One participant was hypothesized to
have attention maintained behaviors, two were hypothesized to have combined escape
and attention maintained behaviors, and one was hypothesized to have escape maintained
behavior particularly escape from teacher attention. Results indicated increases in desired
behaviors for both groups with and without feedback given as noted by the systematic
direct observation, the DBRC 10-point scales, and the office discipline referrals.
Additionally the systematic direct observation was consistent with the DBRC points
given, therefore adding support to the relationship between DBRCs and systematic direct
observations. Also, the functions of the behaviors noted in these students, are common
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functions and provide a foundation for future research to investigate further evidence into
the relationship between DBRCs and functions of behavior.
Summary of DBRCs
Overall, the DBRC provides the user with many desirable traits of a behavior
monitoring tool. Desired change in behavior, type of behavior, focus of rating, time of
observation, setting of observation, frequency of data collection, rater and rating system
have all been noted to provide the user of the DBRC with several options (Riley-Tillman
et al., 2007). Additionally, support for the DBRC to provide a means of lessening the
load of systematic direct observations for data collection of interventions is promising
(Chafouleas et al., 2005; Weakly, 2012). To this end, the ability of the DBRC to
incorporate an intervention and data collection method simultaneously creates a highly
marketable and desired intervention for researchers and practitioners. This perceived
desirableness yields itself to examining the social validity of the DBRC and how social
validity affects the practice of education. Given these desirable traits, researched
acceptability and usage reports of DBRCs are presented below.
Acceptability and Use of the DBRC
The DBRC has been discussed thoroughly as a combined progress monitoring
measure and intervention tool that provides flexibility for a variety of behavioral usages
in the school based setting. In order to examine the perceived acceptability of the DBRC,
Chafouleas, Riley-Tillman, and Sassu (2006) examined reported use and acceptability of
DBRCs among a participant pool consisting of 12.3% response rate of a random sample
of 1,000 teachers from a national database of 5,000 teachers. The participants completed
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a usage questionnaire and a 6-question acceptability survey. The acceptability survey
questions were adapted from the ARP-R, developed by Eckert, Hintze, and Shapiro
(1999). The results indicated that 64% of the sample indicated that they had used a tool
like the DBRC. Purposes for a DBRC included to communicate about behavior, change
behavior, monitored behavior and other. Use with an individual student was indicated by
89%. The majority of participants indicated a varied but familiar use of the DBRC as a
part of their behavioral management tools. Some of the variations included (a) scope of
use (individual or whole class), (b) method information was shared, (c) frequency of
rating, (d) staff member who completed the rating, (e) type of rating system, (f) type
consequence given, and (g) setting the consequence was given. Thus, the DBRC appears
to be a widely used tool with individual students that has several variations available to
the teacher.
Acceptability ratings of the DBRC found by Chafouleas et al. (2006) showed that
overall perceptions of respondents of the DBRC indicated that it is an acceptable tool for
progress monitoring assessment and for intervention. Acceptability ratings of the DBRC
found by Chafouleas et al. (2006) showed that overall perceptions of respondents of the
DBRC indicated that it is an acceptable tool for progress monitoring assessment and for
intervention. Furthermore, participants who used the DBRC to reduce negative behaviors
were statistically less accepting of the intervention than those who used it for other
purposes (e.g., increasing desired behaviors). The next steps in research looked at
acceptability and use of DBRCs with school psychologists rather than teachers.
In Riley-Tillman, Chafouleas, and Eckert’s (2008) research surveyed school
psychologists to determine acceptability of a variety of behavior monitoring tools.
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Acceptability ratings found moderate acceptability of both DBRC and systematic direct
observation. Respondents did not find either the DBRC or systematic direct observation
as highly intrusive. The acceptability items used were adapted from the ARP-R (Eckert et
al., 1999).
Summary of Acceptability and Use of the DBRC
The above studies show that, as one of many behavior monitoring tools, the
DBRC is versatile in that it can function as both intervention and progress monitoring
tool. It has been augmented to fit a variety of behavioral concerns, rater characteristics,
and settings. Its effectiveness has been documented for the use of several behaviors
(McCain & Keley, 1994) and with parental consequences (Jurbergs et al., 2007).
Moderate correlations have been found between direct observation of behavior and
DBRC ratings (Chafouleas et al., 2005). Moreover, the DBRC is a tool that utilizes less
time than a direct observation that would need to be completed by a third party like a
school psychologist. Overall, researchers emphasize that providing clear guidance for use
of the DBRC is critical in its use (Riley-Tillman et al., 2007). DBRC perception has been
found to be acceptable as a tool for progress monitoring and intervention (Chafouleas et
al., 2006). Additionally the DBRC was found to have moderate acceptability among
school psychologists who also rated direct observation with moderate acceptability
(Riley-Tillman et al., 2008). While researchers have begun to place a high value of the
acceptability of interventions from teachers and school psychologists, the degree of
treatment integrity interventionists adhere to is critical in any intervention.
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Treatment Integrity
For the purposes of this study, treatment integrity is defined as the degree to
which an intervention was adhered to as the intervention or plan was intended to be.
In Gresham’s recent commentary in a special edition of School Psychology Review
(2009), he indicated that both theoretical and empirical developments in treatment
integrity have trailed behind other related advances. These related advances in the area of
evidence-based interventions include development, delivery, and validation. Gresham
also addressed terminology differences among several fields of research in regards to
treatment integrity including treatment compliance, treatment adherence, program
implementation, treatment fidelity, and procedural reliability.
Recent treatment integrity literature by Schulte, Easton, and Parker (2009)
suggests that are multiple dimensions and no consensus of those dimensions in treatment
integrity research and practice. These dimensions include adherence, exposure, quality or
competence, program differentiation, participant exposure or does, participant
comprehension, participant responsiveness, participant mastery in controlled setting, and
participant use and generalization in intended setting. However, with simple intervention
procedures, a focus on the adherence dimension is suggested as appropriate. Therefore, a
focus on this aspect of treatment integrity is utilized in this study.
Although this study has a specific focus of treatment integrity for simple
intervention procedures as described by Schulte et al. (2009), many classroom
management and behavior intervention plans meet these criteria. If the plans are not
adhered to as intended, the interventionist or researcher cannot with good conscience
consider the intervention as the source for change or lack of change in the intended target
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behavior. Many of the factors that may have an influence on the degree of treatment
integrity are detailed below.
Treatment Acceptability and Other Factors Influencing Treatment Integrity
Roach and Elliot (2008) summarized Perepletchikova and Kazdin’s (2005) review
of integrity literature provided in Table 1.
Table 1
Interventionist and Student Characteristics that Influence Integrity
Characteristics
Intervention




Interventionist

Characteristics that
facilitate integrity
Acceptability of
intervention
Rate of behavior
change produced by
intervention
Level of
training/education
Motivation





Characteristics that
discourage integrity
Complexity of intervention
Multiple resources required
Time required for
implementation

Resistance
Diversity of students worked
with

 Familiarity with other
interventions that address the
same problem
Student

Motivation
 Difficult behavior or
anger/hostility

Cooperation
 Severity or duration of
problem
Note: From Roach, A. T., & Elliot, S. N. (2008). Best practices in facilitating and
evaluating intervention integrity. In A. Thomas & J. Grimes (Eds.), Best Practices in
School Psychology V, 2 (p. 197). Bethesda, MD: The National Association of School
Psychologists.





Table 1 describes variables that discourage adequate levels of treatment integrity.
These elements need to be considered and evaluated in relation to treatment adherence
and implementation. For example, health professionals have noted positive treatment
outcomes associated with increased treatment compliance (Addis & Jacobson, 2000;
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Burns & Nolen-Hoeksema, 1991; Burns & Spangler, 2000; Reimers et al., 1992b; Startup
& Edmonds, 1994). As a result, Boothe, Borrego, Hill, and Anhalt (2005) suggested that
in addition to the traditional method of evaluating effectiveness, mental health
professionals should also consider the evaluation of treatment acceptability and integrity
when evaluating treatment outcomes. The authors discussed this focus on treatment
acceptability to be especially true for professionals working with diverse populations in
schools as the impact of ignoring treatment acceptability is unknown for many groups.
Elliott (1988) considered consumer acceptance of the intervention to be a primary
means of promoting treatment integrity. Other researchers have further investigated
preferences that educators have concerning interventions and evidence suggests that they
prefer interventions that increase behaviors and skills, are time efficient, and are
minimally intrusive in to the educators’ daily practice (Elliott, 1988; Elliott, DiPerna, &
Shapiro, 2001; Finn, 2000). Roach and Elliot (2008) addressed the relationship between
treatment integrity and acceptability by suggesting the ‘best’ interventions are those that
are scientifically-based and highly acceptable to both the interventionist and the student
of concern.
Recently, Ransford, Greenberg, Domitrovich, Small, & Jacobson (2009),
examined the relationship between teachers’ psychological experiences of burnout and
efficacy and their perceptions of curriculum supports on the treatment integrity of the
specific social-emotional curriculum, Promoting Alternative Thinking Strategies (Kusché
& Greenberg, 1994). Negative associations were found between teacher burnout and
implementation dosage and between teacher burnout and perceptions of curriculum
supports, implementation dosage and quality. Positive associations were found between
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efficacy and implementation dosage, perception of school administrator support and
implementation quality, and positive perceptions of training and coaching with
implementation dosage and quality.
Other factors that may affect treatment integrity are characteristics of the target
student (e.g, resistance to intervention, behavior severity, or relationship with the
interventionist). Student resistance to change or hostile interactions between the student
and teacher also have the potential of discouraging the interventionist from implementing
an intervention with acceptable levels of integrity (Teyber & McClure, 2000).
Additionally, if the behaviors are extreme or severe, the student may be suspended from
school, be placed in a more restrictive environment, or have personnel changes that may
affect the ability of the interventionist to implement the intervention with acceptable
levels of integrity (Roach & Elliot, 2008). Overall, Roach and Elliott observed that higher
levels of integrity may be attained when a student is motivated and actively cooperates
with the intervention procedures.
Sterling-Turner, Watson, and Moore (2002) examined treatment integrity as it
was affected by direct and indirect consultee training methods. Direct observation of
treatment integrity was utilized. Results from the investigation indicated that for three of
the four consultees, treatment integrity was low following didactic training; however, all
consultees demonstrated improvements in overall treatment integrity with direct training.
Additionally, Sterling-Turner, Watson, Wildmon, Watkins, and Little (2001)
investigated the relationship between three training procedures and treatment integrity of
those procedures. Statistically significant results were found among all three groups. The
rehearsal/feedback training, which was the most direct, had the highest mean treatment
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integrity, followed by modeling, and then didactic training. These results suggested a
positive relationship between treatment integrity and directness of training of the
interventionist. Although there are many factors influencing treatment integrity, the
relationship between treatment integrity and intervention efficacy should be examined.
The subsequent section gives a brief review of this relationship.
Treatment Integrity and Efficacy
The relationship between treatment integrity and treatment outcomes has been
researched in order to better understand the value of treatment integrity. Some
researchers have found a positive correlation between treatment integrity and treatment
outcomes. Other researchers have reported correlations in the moderate range (r = .41 .58) between the degree of integrity and the outcome measures of the interventions
(Gresham et al., 1993; Noell et al., 2005). In relation, other researchers have found partial
associations between treatment integrity and treatment outcome. The relationship
between treatment integrity and efficacy should be examined further. Efficacy research
has many methods to measure the outcome of an intervention. The measurement and
standards of treatment integrity are reviewed below.
Frequency and Levels of Treatment Integrity Measurement
Overall, the evaluation of treatment integrity has been lacking in the professional
literature. For example, Gresham, MacMillan, Beebe-Frankenberger, and Bocian (2000)
found that only 18.5% of the articles they examined from journals concerned with
learning disabilities reported integrity data pertaining to interventions. As such, the
authors strongly suggested that researchers should collect daily/session integrity data
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because they found such a paucity of research on the topic. Gresham and Gansle (1993)
examined articles concerning school based behavioral intervention studies between 19801990. The authors found 181 articles in seven journals with behaviorally-based
interventions. Of the 26 studies that systematically measured and reported integrity data,
65 studies operationally defined treatments and 18 studies monitored integrity but did not
provide data. Specifically in the Journal of Applied Behavior Analysis between the years
of 1968-1980 the authors found that only 20% of 539 studies reported data on integrity of
interventions and that approximately 16% did not provide a definition of the independent
variable. Between 1987-91 in the journals, School Psychology Review, Journal of School
Psychology, and School Psych Quarterly, Gresham and Gansle (1993) found that 27 of
587 articles were devoted to child-based experimental research that limited their use for
the evaluation of treatment integrity. Overall, the authors Gresham and Gansle (1993)
suggested that about 75% of school-based behavioral intervention studies published over
these years did not assess or monitor treatment integrity. Despite the limited availability
of empirical research related to treatment integrity, some researchers have investigated
this important construct. The results of those investigations will be presented in
subsequent paragraphs.
Although many researchers (Gresham, et al., 2000) have stated that the collection
of treatment integrity data for interventions is imperative, the level of integrity required
for positive outcomes and the frequency of evaluation of treatment integrity are not
outlined consistently in existent literature. Duhon, Mesner, Gregerson, and Witt (2009)
examined the effects of public feedback on treatment integrity and student academic
performance. The authors defined unacceptable integrity that would yield public
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feedback as “below 70% integrity for at least 2 consecutive days.” (p. 26). Noell et al.
(2005) addressed low and high integrity by examining the effects of various consultation
methods on integrity. The authors did not specify an established criterion, rather they
examined if there was a significant change of the integrity with the use of different
consultation methods with teaching personnel. Other benchmarks for addressing what
levels are appropriate for intervention integrity include Perepletchikova and Kazdin’s
(2005) guidelines stating that 80-100% adherence of intervention components can be
considered an acceptable level of integrity and any component level of 50% of below
should be considered as ‘low’ levels of integrity.
In an effort to systematically evaluate the effects of different levels of treatment
integrity in an applied setting, Rhymer, Evans-Hampton, McCurdy, and Watson (2002)
researched the effects of four levels of treatment integrity on intervention effectiveness of
decreasing aggressive behavior in an 18-month-old. The intervention investigated was
time-out from reinforcement and the four levels of treatment integrity investigated
include 20%, 50%, 75%, and 100%. Following a functional behavior assessment, it was
determined that teacher attention and access to toys were the function of the participant’s
hitting behavior. The researchers implemented an alternating treatment design with the
phases as 50% integrity, 25% integrity, 75% integrity, and 100% integrity. Although
carry-over effects should be taken into consideration, the researchers found that the 75%
and 100% treatment integrity conditions produced the most desirable decrease in the
participant’s hitting behaviors. Thus, although there is an emphasis on the importance of
treatment integrity, there is a lack of research about various components of treatment
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integrity and a lack of the inclusion of treatment integrity within some peer-reviewed
studies.
Researchers have found differences among different methods of assessing
treatment integrity. A study comparing self-report, direct observation and permanent
product treatment integrity by teacher and parent for school and home behavioral
interventions was conducted by Sheridan, Swanger-Gagné, Welch, Kwon, and Garbacz
(2009). Researchers used conjoint-behavioral consultation with parents and teachers to
identify behavioral interventions from a newly created behavioral toolkit. Behaviors
addressed included a group of behaviors called disruptive behaviors that included but
were not limited to off-task, classroom interference, noncompliance, and aggressive
behaviors. The treatment integrity measures used included 3-12 steps for completion
rated yes, no or NA for the self-report, direct observation and permanent product forms.
Overall, researchers found a mean level of treatment integrity range of 81.05% - 91.57%.
Parent self-report was the lowest and the highest was with permanent products collected
by teachers. Median treatment integrity across settings and methods was estimated to be
100%.
Wickstom, Jones, LaFleur, and Witt (1998) assessed treatment integrity of a
classroom intervention used by 29 teachers. The intervention provided a stimulus
following each display of the target behavior from the student. The first treatment
integrity measure was direct observation of the stimulus product presented by the teacher
following the target behavior by the student. Interobserver agreement was collected
during 28% of the observations with 100% agreement. These observations were only
collected in the first and second week of treatment phases yielding a mean of 62%
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adherence to the intervention with a range of 0-100% integrity. The second measure of
treatment integrity was a direct partial interval observation where the teacher was
expected to respond with the stimulus product to each target behavior occurrence.
Interobserver agreement was collected in 28% of the observations and averaged 96%
with a range of 80% to 100%. These observations revealed average treatment integrity of
4% with a range of 0% to 21%. This averaged to a response from the teacher once every
20 incidents of the target behavior. The third measure of treatment integrity was a
progress monitoring tool the teacher would fill out throughout the day to collect data.
According to the authors, this was considered a treatment integrity measure due to the
behavioral consultation goal to establish data collection procedures (Martens, 1993).
Additionally these teachers completed the IRP-15 (Martens et al., 1985) as a measure of
teacher perception and social acceptability of the intervention. The mean rating for the
IRP-15 was reported as 74.3 with a range of 49-90 where 90 is the highest score possible
on the IRP-15.
Of the many factors to consider when evaluating treatment integrity, treatment
acceptability is critical. As such, important literature related to the social validity that
created a foundation for treatment acceptability will be discussed. The review of
treatment acceptability will include the factors influencing treatment acceptability, the
consequences of treatment acceptability, current measures of treatment acceptability and
the acceptability of DBRCs.
Social Validity
Social validity is the assessment of social acceptability of intervention programs
(Kazdin, 1977). Several components make up this concept, (a) the acceptability of the
40

focus of the intervention, (b) the acceptability of the procedures, and (c) the importance
of the behavior change through the intervention (Kazdin, 1977). The historical
perspective and expansion on this definition follow. Additionally, several models of
social validity are discussed in relationship to each other.
Historical Perspective
The current concept of social validity came about through several shifts in
psychological research. These shifts are discussed below, including subjective
methodologies, objective methodologies with the founding of behaviorism, objective
methodologies for observed behaviors and finally subjective concepts. Definitions and
concepts of social validity including Kazdin’s broad definition of social validation as the
assessment of social acceptability of intervention programs (1977) will be discussed after
the historical shifts in psychological methodology.
Founders in behaviorism initially proposed a theory of psychological principles
heavily focused on directly observed and objective behavioral data. Watson’s (1930)
book Behaviorism addressed the shift from psychoanalysis and subjective methodology
to these objective methodologies and the founding of behaviorism. He stated that before
behaviorism, both subjective and objective psychological methodologies existed;
however, subjective methodologies had dominated American perspectives of psychology.
In the early 1950s, when B.F. Skinner briefly addressed an area considered subjective,
inner states he steered away from social validity as an area of research in behaviorism.
Skinner (1953) stated in Science and Human Behavior that he did not object to the
existence of inner states, but he did not find their relevance in functional analysis from a
behavior perspective. Therefore, he concluded that when dealing with directly observable
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data, as behavioral psychology does, inner states did not need to be referenced. Thus, the
founders of behaviorism had steered their followers directly away from the examination
of social validity as a worthy cause.
The firm foundation of behaviorism mentioned above lead to the creation of the
Journal of Applied Behavior Analysis. However, with time, the field of applied
psychology has come to recognize the value of examining social validity through
behavioral research, as noted by the increase of studies published with the inclusion of
social validity data (Carr, Austin, Britton, Kellum, & Bailey, 1999). The growing
popularity of examining social validity alongside directly observable behaviors was
reviewed in the journal as a combined memoire and literature review of early social
validity by Wolf (1978). He recounts the journal’s purpose as “the publication of
applications of the analysis of behavior to problems of social importance” (p. 203).
Following this pivotal review, there was an increase in articles that included measures of
the inner states referred to by Skinner and the ‘social importance’ (an early precursor to
social validity) referred to in the above stated journal’s purpose statement. With this
article, the evaluation of social validity was launched.
Research articles reviewed by Wolf (1978) included an article investigating the
effects of rhythm and stimulus duration on stuttering behaviors by Jones and Azrin
(1969), reportedly one of the first published articles to include a measure of social
importance. In addition to stuttering, listeners rated naturalness of the speech. Wolf
(1978) explains the concern that the science of applied behavior analysis would become
more complicated, but helping people effectively implement their reinforcers was the
ultimate goal of the science; and therefore, social importance (and eventually social
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validity) should not be rejected. Another article Wolf (1978) examined concerned the
effectiveness of two different methods of conducting a college course (McMichael &
Corey, 1969). However, the researchers also asked the participants how much they liked
the course. Wolf concluded that the implications of the ratings from students about liking
the course would impact the possible future use of the course. Even if the students
performed better, they may not like it; therefore, they might not choose to participate in
future courses.
A review of social validity trends in applied behavior analysis was conducted by
Carr et al. (1999). All research articles from the Journal of Applied Behavior Analysis
from 1968-1998 were analyzed with attention to treatment outcomes, treatment
acceptability, and the nature of the study as naturalist or analog. Reporting of treatment
outcome measures had stabilized at by the end of the analysis timeframe at 12%. In the
1970s, few articles included assessment of treatment acceptability. In the mid-1980s
reporting stabilized to approximately 16% of articles. Articles reporting either treatment
outcome measure or treatment acceptability greatly increased from the 1970s to mid1980s. From then, reporting of both treatment outcome and treatment acceptability and
slowly declined to approximately 25% of articles. Over this time period, the impact of a
social perspective on practice was becoming more evident and research began to address
the changing attitudes by examining social validity.
Definition and Structure of Social Validity
Kazdin’s (1977) article Assessing the Clinical or Applied Importance of Behavior
Change through Social Validation laid foundation to the new thoughts of social validity.
He stressed that the referral concern should be considered sufficiently addressed by the
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client rather than just through the eyes of the behavior analyst. He said that even though
statistical analysis may be helpful, changes that are clinically important should be so
“dramatic and obvious from the data” that they are unwarranted (p. 428). He defined
social validation broadly as the assessment of social acceptability of intervention
programs. This incorporated several components. The first component, the acceptability
of the focus of the intervention, deals with the degree to which those involved in the
intervention perceive the behaviors selected to be important. The next component is the
acceptability of the procedures, which can be determined with measurement of consumer
satisfaction or acceptability of the procedures. The last component is the importance of
the behavior change through the intervention, which can be accessed through peer
comparison or evaluations by individuals familiar with the client. Kazdin elaborates
concerning social comparison. The goal here is to bring the target behavior to a
normative level to that of the client’s peer group. In addition, subject comparison is
detailed. Kazdin (1977) defines subjective evaluation as a “judgments about qualitative
aspects of behavior” (p. 434-435). Additionally, he describes combined validation
procedures that utilize social comparison and subjective evaluation. One of the main
benefits in using social validation methods includes bridging the gap between the
laboratory, experimental and natural settings. With additional data being brought in to
make the overall decision of impact of an intervention, rather than degree of efficacy
alone, the referral concern can be addressed more completely and client satisfaction
considered.
Overall, Wolf (1978) concluded that before the examination of social validity
data, applied behavior analysts were making the decision for society if a treatment or
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intervention was socially important, when in reality only society can make that decision
for themselves. Therefore he constructed three levels, similar to Kazdin’s 1977
components, that society would need to evaluate the work of applied behavior analysis
that together represent the concept of social validity:
1. The social significance of the goals. Are the specific behavioral foals
really what society wants?
2. The social appropriateness of the procedures. Do the ends justify the
means? That is, do the participants, caregivers and other consumers
consider the treatment procedures acceptable?
3. The social importance of the effects. Are consumers satisfied with the
results? All the results, including an unpredicted ones? (p. 207)
Wolf not only defines social validity for the journal’s audience, but he implies that social
validity and objective measurement have the same status. Even with the newly justified
status, Wolf (1978) designates that subject data are “risky data” (p. 212) due to the
possibility that consumers may like an ineffective intervention. Building on the work of
Kazdin and Wolf, researchers developed models and measures specifically for the area of
treatment acceptability.
Treatment Acceptability
Models of Treatment Acceptability
Research from social validity began to funnel into the specific area of treatment
acceptability. Several viewpoints of models of treatment acceptability were developed
and added onto by researchers. Eckert and Hintze (2000) effectively reviewed conceptual
models of treatment acceptability in a mini-series in the School Psychology Quarterly.
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Based on this review and in an effort to provide the reader with the historical
conceptualization of treatment acceptability based on early work by Kazdin (1977) and
Wolf (1978), several conceptual models will be reviewed below.
Witt and Elliot’s (1985) early model of treatment acceptability has four relational
components: (a) acceptability of treatment, (b) use of treatment, (c) integrity of treatment,
and (d) effectiveness of treatment as seen below in Figure 2. They clearly articulate the
relationship between the use and effectiveness of a treatment hinging on the integrity of
which the treatment is implemented. Likewise the relationship between the use and
effectiveness of a treatment hinges on the acceptability of the treatment.

Figure 2.

Witt and Elliott’s (1985) model of treatment acceptability.

Note: From Witt, J. C., & Elliot, S. N. (1985). Acceptability of classroom intervention
strategies. In T. R. Kratochwill (Ed.), Advances in school psychology (Vol. 4, pp. 251288). Hillsdale, NJ: Erlbaum. Copyright (1985) From Advances in school psychology by
Witt, & Elliot, Ed. Kratochwill. Reproduced by permission of Taylor and Francis Group,
LLC, a division of Informa plc.
Reimers et al. (1987) provided an extension of elements initially discussed by
Witt and Elliott (1985) for this model. The five components of the Reimers et al. (1987)
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model included (a) treatment knowledge/understanding, (b) treatment acceptability, (c)
treatment compliance, (d) treatment effectiveness, and (e) environmental disruption. This
hierarchical model of treatment acceptability is presented in Figure 3. Inspection of this
model in comparison to the model developed by Witt and Elliott (1985) reveals that
Reimers and colleagues emphasized that prior knowledge and understanding of the
treatment by the consumer established the foundation for effective outcomes as related to
the other four proposed elements. Therefore, if a poor understanding was noted, the
authors incorporated an educational component to the model. Additionally, the
environmental disruption assessment portion of the model was included because the
authors argued that the amount of disruption must be evaluated when determining to
continue, modify, or discontinue an intervention. Notably, the strength of the
relationships among these variables is not directly discussed by the authors.
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Figure 3.

Reimer, Wacker, and Koeppel’s (1987) model of treatment acceptability

Note: From Reimers, T. M., Wacker, D. P., Koeppel, G. (1987). Acceptability of
behavioral treatments: A review of the literature, School Psychology Review, 16, p. 225.
Copyright 1987 by the National Association of School Psychologists, Bethesda, MD.
Reprinted with permission of the publisher. www.nasponline.org
Human and Teglasi’s (1993) model of acceptability for school-based practices
deviated from Witt and Elliot’s (1985) model and was an adaptation of the Rosenstock’s
1974 Health Belief Model. The authors proposed that parental satisfaction with schoolbased services were influenced by the dimensions of severity of problem, susceptibility
of child to the problem, treatment effectiveness and barriers of benefits of treatment.
With the exclusion of barriers and side effects, these dimensions are theorized to have a
positive relationship with consumer satisfaction. However, they outline many
relationships within their model among the sub variables of their dimensions.
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Gresham and Lopez’s (1996) model reminds the reader of Witt and Elliot’s
(1985) model by their heavy emphasis on the roles usage and integrity on acceptability.
They indicated that the use of treatments and the extent to which a treatment adheres to
integrity are the behavioral exemplars of treatment acceptability. These authors included
a list of nine recommendations for social validity assessments of school-based practices
including use of developmental norms, functional or facilitative selection of target
behaviors, semi-structured interviews, relevant judges, archival data, behavioral markers,
concurrent treatment opportunities, integrity assessments, and combined social validation
procedures. The intent of this model is a proposal for the practice of documenting social
validity for school-based procedures.
In summary, these conceptual models reviewed by Eckert and Hintze (2000)
provide both theoretical models for understanding the variables in relation to social
validity in the school-based setting, but also a practical model for framing the assessment
of social validity in the school-based setting. Eckert and Hintze (2000) indicated that
although this is not an exhaustive list of models, there are also other variables that require
consideration, such as individual variables related to the consultant and consultee (i.e.,
individual administering or receiving the treatment). Additionally, Eckert and Hintze
(2000) also reported that little empirical evidence for these models currently exists. In
addition to the theoretical models of treatment acceptability, several factors have been
found to influence interventionist treatment acceptability and have been explored by
researchers.
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Factors Influencing Treatment Acceptability
Researchers have discovered significant findings when teachers were presented
with a mild problem behavior with information of research-based outcomes of the
interventions presented yielded higher teacher acceptability than if no information was
given to the rater (Von Brock & Elliot, 1987). Although more research is needed in this
area, variables affecting treatment acceptability have been hypothesized to include the
severity of the problem, implementation time and cost, possible side effects and rater
characteristics (Miltenberger, 1990). The interventions of time-out, positive
reinforcement, and response cost have been examined in regard to variables affecting
treatment acceptability. Allinder and Oats (1997) noted that, generally, individuals find a
possible treatment to be more acceptable if problem severity is high (Reimers et al.,
1987), the time required to implement the treatment is not extreme (Witt, Elliott, &
Martens, 1984; Witt & Martens, 1983), side effects are minimal or limited if negative
(Kazdin, 1981), and the treatment aligns with the individual's beliefs personally,
philosophically or professionally (Kazdin & Cole, 1981; Tarnowski, Mulick, & Rasnake,
1990; Woolfolk, Woolfolk, & Wilson, 1977).
Many interventions that are created within a research arena are often not entirely
feasible for the consumer within a school or classroom setting. Walker and Shinn (2010)
developed a list of consumer issues that they believed influenced the acceptability of an
intervention and, as a result, impact the use of the intervention. The authors suggested
that the acceptability of an intervention and related use of the intervention are influenced
by the following issues: the interventions ability to be incorporated seamlessly into
school routines, to be consistent with the values of the school and educator, to solve
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concerns that are high-priority, to be reasonable in time, effort and costs, to be perceived
by the teacher that his/her skills and resources available are adequate to perform the
intervention, and to have available support and technical assistance. As teachers are
expected to teach many students and individualize and differentiate instruction for several
students, his or her capability to conduct an intervention with unaddressed consumer
issues above is greatly affected.
Another factor cited as influencing treatment acceptability is the types of
techniques used within the treatment package. For example, use of options that intend to
increase positive behavior rather than decrease negative behavior have been found in
many studies to be more acceptable (Calvert & McMahon, 1987; Elliot, Witt, Galvin, &
Peterson, 1984; Fairbanks & Stinnett, 1997; Heffer & Kelley, 1987; Jones, Eyberg,
Adams, & Boggs, 1998; Kalfus & Burk, 1989; Kazdin, 1980a, 1980b, 1981; Kazdin et
al., 1981; Miller & Kelly, 1992; Norton, Austen, Allen, & Hilton, 1983). Heffer and
Kelly (1987) found that mothers rated treatment acceptability differently based on the
intervention presented. Positive reinforcement and response cost were more favorable
than time-out, spanking, and medication. Differences were also noted based on income
level and racial grouping, where middle- and upper-income Caucasian and African
American parents rated time-out more acceptable than did low-income African American
parents. Low-income Caucasian and African American and middle-/upper income
African American families rated spanking more acceptable than did middle-/upper
Caucasian parents. These researchers also noted that marital status and education also
statistically impacted acceptability ratings.
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Gray, Gutkin, and Riley (2001) surveyed high school teachers, parents, students,
and administrators’ acceptability of reinforcement methods used in interventions.
Overall, all groups considered the academic activities of peer tutoring and checking
papers, the edibles of gum and candy, and peer social interaction to be acceptable
methods of reinforcement. However, the students rated edibles, peer social rewards and
money as their ‘favorite’ rewards.
The classroom management techniques of group contingencies have also been
found to have a lower acceptability in students (Shapiro & Goldberg, 1986; Elliott,
Turco, & Gresham, 1987). Additionally, Witt and Robbins (1985) reported that teachers
found interventions that an individual teacher was expected to implement more favorable
than one that required implementation by a school principal or administrator. When
rating a daily report card, response-cost techniques, classroom lottery, and medication,
teachers rated the daily report card as most acceptable. However, researchers noted
significant opposition to the use of medication with girls (Pisecco et al., 2001).
Tingstrom (1994) investigated the acceptability of an interdependent group
contingency-based classroom behavior intervention called the Good Behavior Game
(GBG). Participants in this study included 89 general and special education teachers
teaching in one of four rural or suburban school across two school districts in a
southeastern state. Of the 89 participants, 64 identified Caucasian, 23 identified African
American, and 2 remained unspecified. Independent variables included both the
interventions and the behavior problem severity. The four interventions included positive
reinforcement, the GBG, the GBG Plus Merit, and response cost. Problem behavior
severity included the two levels of mild and severe. The IRP-15 was used as the
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dependent variable measure. A 2 (severity) x 4 (intervention) ANOVA was utilized and
revealed that all interventions were rated acceptable. Only a significant effect was found
for the main effect of intervention. A Newman-Keuls post hoc analysis revealed that
positive reinforcement and response cost were rated higher than the GBG Plus Merit; and
not higher than the GBG.
Complexity of an intervention has also been found to yield mixed results in regard
to its effect on acceptability. Less acceptability with more complex interventions have
been found due to requirements of time, effort, and teacher skill (Elliot et al., 1984; Witt,
Elliot, & Martens, 1984; Witt, Martens, & Elliot, 1984). In contrast, Cowan and Sheridan
(2003) found a positive relationship between teachers’ treatment acceptability and
intervention complexity as well as between problem severity and treatment acceptability.
In addition, the time, effort, interventionist skill needed, and the behavior problem
severity in an educational setting have been found to affect the treatment acceptability of
the rater. Martens et al. (1985) conducted a 2 X 2 X 2 analysis of variance to determine
which, if any variables had a statistically significant effect on the treatment acceptability
of teachers as measured by the IRP-15. The 2 X 2 X 2 design included two indicators of
behavior problem severity, two indicators of interventionist variables, and two indicators
of modality of case presentation. The behavior problem severity was determined by a
pilot study where 60 teachers rated the level of severity of 20 problem behaviors on a 5point Likert-type scale. The authors choose the behavior of daydreaming, rated as least
severe, and destruction of others’ property, highest severity to assess for behavior
problem severity. For the interventionist variables, the authors choose two interventions.
The first was principal implemented in which the student would be sent to the office for
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the entirety of recess. The second was a response-cost procedure implemented by the
teacher in which the student was given four slips of paper to keep on their desk. As the
teacher removed a slip of paper the student lost 4 minutes of time at afternoon recess. If
all four slips were removed the student lost all afternoon recess privileges and stayed
under the supervision of the teacher. The interventionist variable was presented in written
form to participants. The two modalities of case presentations consisted of a written case
description of a hypothetical boy named Scott. The other consisted of a videotape
presentation. Authors reported to control for attractiveness, age, sex, and race. In this
study, the order of the presentation of cases was randomized. The authors conducted
ANOVAs for a three-way mixed-models for all three of the dependent variables. Problem
severity and interventionist yielded statistically significant differences. Problem severity
was rated as more acceptable with the more severe problem behavior of destruction of
others’ property. The response-cost intervention using the strips of paper was rated as
more acceptable than sending the child to the office for the interventionist variable. The
mode of presentation between written and video was not found to be statistically
significant as a main effect or interaction with other variables.
The characteristics of the rater have also been evaluated in the professional
literature. Teacher acceptability of various behavioral interventions has varied based on
levels of education and professional development (Norton et al., 1983). For example,
McKee (1984) found that when teachers were separated into a high knowledge of
intervention group and a low knowledge of intervention group, the teachers with the most
knowledge rated four given interventions consistently higher than those teachers in the
low knowledge group. DeForest and Hughes’ (1992) study examined the acceptability of
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interventions as rated by 60 teachers. The 60 teachers were comprised of the highest and
lowest rated teachers on a measure of personal teaching efficacy out of a pool of 102
teachers. Teachers with high teaching efficacy rated the interventions as more acceptable.
Concerning demographic variables related to the rater of acceptability, Tingstrom
and Silver (1990) replicated a study in which undergraduate students rated acceptability
of four school-based interventions and the original sample consisted of 84% Caucasian
participants. In the initial investigation differential reinforcement of incompatible
behavior was rated as the most acceptable intervention, and intervention that were
reductive such as time-out and corporal punishment were rated as significantly less
acceptable (Tingstrom, McPhail, & Bolton, 1989). They also found that describing the
positive effect of an intervention yielded positive acceptability and that age differences in
the child presented yielded no differences in acceptability ratings. In the replication study
by Tingstom and Silver (1990), a total of 256 African American students enrolled in
undergraduate psychology courses at a large urban predominantly African American
southeastern university rated acceptability of four school-based interventions. Of the
participants, 180 were women and 76 were men. A 4 x 3 x 2 (Intervention x Effectiveness
Information x Age of Target Child) design was implemented and an ANOVA yielded
identical significant effects for intervention and for effectiveness information found in
Tingstrom et al. (1989). Additionally, African American undergraduates did not differ in
their overall acceptance ratings than the Caucasian participants in the initial study. The
same relative order was found in acceptability of the interventions with differential
reinforcement of incompatible behavior rated the most acceptable and corporal punish
was rated as least acceptable.
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Although sequencing of the treatments presented has been found to influence
treatment efficacy, it has not been found to influence treatment acceptability. For
example, Walle, Hobbs, and Caldwell (1984) studied mothers’ administration of
differential attention and time-out with different sequences. Mothers rated both
differential attention and time-out as effective. Additional concerns about current
research in the area of treatment acceptability has been noted by Shapiro and Eckert,
(1994) in that while an individual may state or rank that an intervention is acceptable, that
same individual may not implement the intervention with desirable integrity. Therefore,
the following section addresses the consequences related to the acceptability of the
treatment by specific consumers.
Much research has been conducted about the acceptability of interventions.
Generally, interventions have higher acceptability with increased problem severity
(Reimers et al., 1987), implementation time is minimal (Witt et al., 1984; Witt &
Martens, 1983), limited side effects (Kazdin, 1981), and the rater personally aligns with
the intervention type (Kazdin & Cole, 1981; Tarnowski et al., 1990; Woolfolk et al.
1977). Other factors inflecting treatment acceptability include rater feasibility (Walker &
Shinn, 2010), types of techniques used in the treatment package (Calvert & McMahon,
1987; Elliot et al., 1984; Fairbanks & Stinnett, 1997; Heffer & Kelley, 1987; Jones et al.
1998; Kalfus & Burk, 1989; Kazdin, 1980a, 1980b, 1981; Kazdin et al., 1981; Miller &
Kelly, 1992; Norton et al., 1983), reinforcement methods (Gray et al., 2001), group
contingency use (Shapiro & Goldberg, 1986; Elliot et al., 1987), staff member who
implements (Witt & Robbins, 1985), intervention differences (Tingstrom, 1994),
complexity of the intervention (Cowan & Sheridan, 2003; Elliot et al., 1984; Witt, Elliot,
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& Martens, 1984; Witt, Martens, & Elliot 1984), effort and interventionist skill needed
(Martens et al., 1985), level of rater education (DeForest & Hughes, 1992; McKee, 1984;
Norton et al., 1983), and rater demographics (Tingstrom & Silver, 1990; Tingstrom et al.,
1989). Varying levels of treatment acceptability can be traced to a many variables. The
consequences that treatment acceptability levels have are discussed below.
Consequences of Treatment Acceptability
Witt and Elliot (1985) suggested that if an intervention is acceptable to a
treatment implementer, then the treatment’s use will likely be greater. This in turn would
create a positive outcome. For example, if a teacher ‘likes’ the idea of the use of a DBRC
used to increase time on task in the classroom and homework completion at home, they
are more likely to implement the intervention daily with adequate levels of treatment
integrity. Witt (1986) stated that ‘perceived effectiveness’ may be more important than
the actual data obtained on effectiveness. However, research studies designed to evaluate
the relationship between treatment integrity and treatment acceptability have yielded
mixed results based on the use of different samples, methods, measures, and outcome
variables.
A positive relationship between efficacy and acceptability has been noted by
several researchers (Kent & O’Leary, 1976; Kirigin, Braukmann, Atwater, & Wolf, 1982;
Von Brock & Elliott, 1987). However, a study Kalfus and Burk (1989) found students
ratings of treatment acceptability were not influenced by treatment efficacy descriptions.
Additionally, Sterling-Turner and Watson’s (2002) study utilized an analog method with
undergraduate participants who rated the acceptability of an intervention for tic
behaviors. Participants were then trained on an intervention. A client (confederate)
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performed tic behaviors at the same frequency no matter the treatment integrity presented
by the participant. They suggested that acceptability is not strongly related to treatment
integrity in this analog study, but suggest that more research is needed to investigate the
variables in their study. Some of these variables included videoing the participants, using
analog methods, pre versus post hoc analysis of acceptability, varying treatment integrity
levels, use of a modified IRP-15, use of undergraduate students as participants, the
specific intervention plan, and the target behavior or tic.
Shapiro (1987) noted that researchers who fail to weigh treatment acceptability
into their findings, may yield “potentially unanswered rival hypotheses” when given a
previously successful treatment that has currently failed (p. 293). This would mean that
if researchers are attempting to replicate an intervention that produced a positive
outcome, or if practitioners are attempting to use an intervention that has a scientific
research base yielding positive outcomes and either do not take into account the treatment
acceptability of the intervention they are trying to use, the lack of success they find may
be resulting in treatment acceptability concerns rather than an ineffective intervention. As
such, researchers were encouraged to develop and utilize different measures or methods
for evaluating treatment acceptability prior to, during, and following receipt of
intervention. Many studies have incorporated the use of consumer satisfaction measures
or treatment acceptability surveys. As such, the most commonly used treatment
acceptability measures are presented below.
Treatment Acceptability Measurement
Treatment acceptability measures typically address behavioral intervention
techniques (Eckert & Hintze, 2000). Most measures of treatment acceptability are in the
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form of a questionnaire in which participants are asked to rate both the fairness and
effectiveness of intervention procedures on a Likert-type scale (Finn & Sladeczek, 2001).
Eckert and Hintze (2000) reviewed the methodological issues concerning treatment
acceptability measurement. They presented three main areas of concern including, (a) the
relationship between analog and naturalistic acceptability ratings, (b) type of
experimental designs, and (c) the relationship to direct indices of acceptability. Each area
of concern will be discussed in greater detail in subsequent paragraphs.
The relationship between analog and naturalist settings discussed by Eckert and
Hintze (2000) concerns the typical use of case descriptions or vignettes in research
methods of treatment acceptability. Limited generalizability, ecological validity, potential
bias and reactivity effects have been noted as potential limitations in the use of analog
designs with treatment acceptability research (Eckert & Hintze, 2000). Although
researchers have questioned the correlation between analog and naturalist designs with
treatment acceptability research (Fuqua & Schwade, 1986; Witt & Elliott, 1985), one
study has briefly evaluated this relationship. Reimers, Wacker, Cooper, & DeRaad
(1992a) examined treatment acceptability ratings of three behavioral treatments presented
in case study format to parents whose children were being served in a behavior
management clinic. Forty parents participated and rated the behavioral treatments of
positive reinforcements, time out, and medication. Then researchers made treatment
recommendations and parents rerated the treatment at treatment months 1, 3, and 6. For
the positive reinforcement treatment, naturalistic and analog settings were analyzed. The
researchers found similar results in both analog and naturalistic settings.
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Eckert and Hintze (2000) presented three areas of concern in their review about
the type of experimental designs used with treatment acceptability research. The first area
of concern is that a within-subjects group design has lower sampling error and higher
statistical power than between-subjects group designs (Eckert & Hintze, 2000). Both
within-subjects and between-subjects designs are used throughout the treatment
acceptability literature (Eckert & Hintze, 2000). Their second are of concern noted in the
literature is that comparing within-subjects designs research to between-subjects designs
research design in treatment acceptability, with no regard for controlling error, may lead
researchers to form incorrect conclusions (Dunlap, Cortina, Vaslow, & Burke, 1996;
Kirk, 1995). Researchers have investigated this concern by measuring 619 general
education teachers’ acceptability of two analog approaches for the assessment of
academic skill problems within both the within-subjects designs and between-subjects
designs methods (Eckert & Shapiro, 1999). The teachers were assigned to either the
within-subjects designs or between-subjects conditions. In the between-subjects condition
teachers rated one of two case summaries and in the within-subjects condition teachers
rated both case summaries. Resulted showed that with the within-subjects method, the
magnitude of differences increased suggesting that with a within-subjects method a more
representative account of acceptability can be taken. Eckert and Hintze’s concern about
experimental designs in treatment acceptability research stems from the consumer
behavior literature. This literature base suggests that when consumers are provided choice
alternatives, consumer satisfaction results are more representative (Reibstein,
Youngblood, & Fromkin, 1975; Robertson & Kassarjian, 1991), which increases the
ecological validity of the treatment (Eckert & Hintze, 2000).
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The third concern discussed by Eckert and Hintze (2000) included the relationship
to direct indices of acceptability. Their concern is that the measurement of treatment
acceptability may not predict the level of treatment integrity with which an interventionist
may actually demonstrate. Gresham and Lopez (1996) have promoted more research to
be conducted to examine the relationship between treatment acceptability and treatment
integrity. Some researchers have investigated the treatment integrity variables of child
behavior observation form, stimulus products, and treatment use and the teachers’
treatment acceptability ratings (Wickstrom et al., 1998). They found no relationship
between their treatment integrity variables and the teachers’ treatment acceptability
ratings.
Eckert and Hintze (2000) also summarized four main limitations within treatment
acceptability research. First, the survey and analog nature of the majority of treatment
acceptability measures limits on the generalizability of findings from such research.
Second, because most of the research designs include analog methods, a true indication
of the perception of the consumer may not be found in these artificial conditions (Witt,
Martens, & Elliott, 1984). Third, the relationship between treatment acceptability and
other variables, like treatment integrity, have not been established as causal. Cross,
Calvert, and Johnston (1990) have called for future research to examples the association
of treatment acceptability and treatment integrity. The final limitation Eckert and Hintze
discussed is the need for use of alternative research design methods in examination of the
relationship between treatment integrity and acceptability (Cross Calvert, & Johnston,
1990; Eckert & Shapiro, 1999).
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Overall implications for practice have been discussed by Eckert and Hintze
(2000). First, due to the amount of possible variables that can affect treatment
acceptability ratings, school- based practitioners should consider these variables’
potential impact on acceptability. Secondly, the school-based practitioner should consider
variables related to the situation, consultant, consultee, and client before and during
consultation because acceptability may be affected by these variables. The third
implication is that because some forms of assessment have been explored, such as
curriculum-based assessment, validation and support for these methods have been
provided. Finally, the researchers noted that school-based practitioners should consider
current levels of empirical support for the procedures they recommend for
implementation by school-based personnel.
In addition to addressing practice concerns, Eckert and Hintze (2000) discussed
four main areas in need of future research. The first is an examination of the influence
that design methodology has over treatment acceptability ratings. This research would
include the use of analog or naturalistic methods and manipulate the type of experimental
design used to study acceptability. The second call for research concerns the
identification of variables that may affect treatment acceptability across treatment
delivery areas such as the use of assessment and consultation methods in addition to
treatment implementation. The third call for research is to explore causation among the
previously discussed variables such as treatment integrity and acceptability. The final call
for research is to expand the development and validation of theoretical acceptability
models. Researchers have traditionally utilized established measures to evaluate
consumer satisfaction and the social validity of treatment to address some of the
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aforementioned areas in need of future research. As such, the most commonly used
measures of treatment acceptability will be discussed in subsequent sections.
In the measurement of treatment acceptability the several concerns have been
noted. The main three include (a) the relationship between analog and naturalist
acceptability ratings, (b) type of experimental designs, and (c) the relationship to direct
indices of acceptability (Eckert & Hintze, 2000). Although a naturalistic setting for
analysis is preferred, analog research is a common procedure for the study of treatment
acceptability. Future research needs include the influence of design methods on
acceptability ratings, identification of variables that influence acceptability, causation
among variables such as treatment integrity and acceptability, and further development
and validation of acceptability models (Eckert & Hintze, 2000). In regards to the study
presented below, an analog procedure was utilized with a vignette and a BSD. The
relationship to direct indices of acceptability was not examined in the following study;
however, the study adds to the research base areas of expansion of understanding the
relationship between treatment integrity and acceptability.
Treatment Acceptability Measures
Some of the more commonly used measures of treatment acceptability include the
Treatment Evaluation Inventory (TEI; Kazdin, 1980a), Children’s Intervention Rating
Profile (CIRP; Witt & Elliot, 1985), AARP (Tarnowski & Simonian, 1992), Behavior
Intervention Rating Scale; (BIRS; Von Brock & Elliot, 1987), Intervention Profile Rating
Scale (IPRS; Kutsick, Gurkin, & Witt, 1991), IRP-20 (Witt & Martens, 1983), IRP-15
(Martens et al., 1985), Treatment Acceptability Rating Form (TARF; Reimers & Wacker,
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1988) and the URP-I (Chafouleas et al., 2009). Specific information for the IRP-15, IRP20, AARP, BIRS, and URP-I measures will be presented next.
IRP-15 & IRP-20
Martens and Witt (1982) developed the IRP-20, which was later shortened from
20 items to 15 items with the IRP-15. The purpose for the creation of these instruments
was to build upon the existing treatment acceptability literature by adding specific data
about classroom based interventions (Witt & Martens, 1983). Additionally, the authors
desired to direct practitioners to the variables within an intervention that teachers find
desirable and to create an instrument with accurate assessment of the variables that
influence teacher treatment acceptability (Witt & Martens, 1983). The IRP-20 is
intended for use with college students or teachers and the IRP-15 is intended for use with
teachers, or nurses. A 6-point Likert scale is used and yields one acceptability score. The
highest possible score on an IRP-15 is 90. Internal consistency with a coefficient of 0.98
is considered to be high (Finn & Sladeczek, 2001). Psychometric properties of the IRP-15
include a primary factor loading of 0.82 - 0.95 with high reliability of 0.98 (Martens, et
al., 1985).
The IRP-15 includes 15 statements that the participant is expected to rate on a 6point Likert-type scale ranging from 1 = strongly disagree to 6 = strongly agree. Items on
the IRP-15 are approximately at an eighth grade reading level (Tarnowski & Simonian,
1992). Sample items include item 1, this would be an acceptability intervention for the
child’s problem and item 13, I liked the procedures used in this intervention (Martens &
Witt, 1982).
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AARP
With only eight items, the AARP is a shortened version of the IRP-15 with 8 total
items (Tarnowski & Simonian, 1992). The instrument was created with the goal of
decreasing the time to complete the measure as well as to increase readability for those
with minimal or no educational background (Finn & Sladeczek, 2001; Tarnowski &
Simonian, 1992). Items on the AARP are at a beginning fifth grade reading level
(Tarnowski & Simonian, 1992). The AARP’s psychometric properties were assessed by
Tarnowski and Simonian (1992), yielding 84.9% of variance accounted for in a unitary
factor analysis and a range of .89 to .96 on individual item loadings. AARP’s reliability is
acceptable with split half (.95) and Cronbach alpha (.97).
The AARP measures treatment acceptability across the eight dimensions of
acceptability of treatment for child’s behavior which include if the treatment would be
effective in changing the child’s behavior, if the child’s behavior is severe enough to
justify use of treatment, if the respondent would be willing to use the treatment with the
child to address the problematic behavior, if the treatment would have no negative side
effects for the child, if the respondent liked the treatment, if the treatment was a good
way to address the child’s problem, and if overall the treatment would help the child.
Formatting of the AARP includes eight items rated on a 6-point Likert scale with 1 =
strongly disagree and 6 = strongly agree. All item scores are added to create a score range
of 8 to 48 (Tarnowski & Simonian, 1992, p.103).
BIRS
The BIRS (Elliott & Von Brock Treuting, 1991; Von Brock & Elliot, 1987) was
reviewed and factor analysis was conducted to discover the three factors of Acceptability,
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Effectiveness and Time of Effect with Acceptability being the primary factor and
accounting for 63% of the variance (Elliot & Treuting, 1991). This measure’s intended
use is to measure teachers’ perceptions of both treatment acceptability and effectiveness
of classroom interventions. The BIRS is formatted with 26 items to be rated on a 6-point
Likert-type scale (Von Brock & Elliot, 1987). The BIRS was created from a revision and
lengthening of the IRP-15 measure by adding nine new items. Internal consistency was
reported with an alpha level of 0.97 by means of teacher ratings of the three interventions
(e.g., token reinforcement, response cost, and time out) to be hypothetically used for a
child with behavior problems (Elliot & Treuting, 1991; Von Brock & Elliot, 1987). The
authors reported internal consistency reliability of 0.87 - 0.97 and criterion validity of
0.52-0.78 (Elliot & Treuting, 1991).
URP-I
The URP-I was developed in 2009 by Chafouleas et al. with the intention of
conducting factor analysis on a then 55 item self-report measure with a 6-point Likerttype rating scale with ratings from strongly disagree to strongly agree. Many of the items
from the IRP-20 (Witt & Martens, 1983) were modified and used in the URP-I. Items
were added to look at other areas of usage for interventions. As the newest measure
reviewed here, recent statistical analysis is available and discussed below.
In the development and initial research of the URP-I participants included 254
university students from four different universities in undergraduate or graduate programs
in education. Of these, 69% of participants were undergraduate or graduate students
intending to become teachers in an elementary or secondary education setting. Their ages
ranges from 18 to 55 with 60% made of graduate students and 76% made of women.
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They were given an informational outline of the study, a demographics survey, a vignette
describing a self-management intervention to be used on a hypothetical student and the
URP-I. Then the participants were asked to complete the URP-I based on the vignette and
intervention described. Additionally, the participants rated their level of familiarity with
self-management interventions on a 4-point Likert-type scale from not at all, somewhat
familiar, familiar, to very familiar.
Prior to the factor analysis of the URP-I (Chafouleas et al., 2009), several items
were discarded due to a variety of reasons. Due to multicollinearity with inter-item
correlations above .80, items 11, 16 and 55 were deleted. Item 50 was deleted due to a
low communality that only correlated significantly (i.e., r ≥ .30) with one or two URP-I
items. The authors conducted an anti-image correlation matrix that yielded acceptable
results for the measures of sampling adequacy for all items (i.e., > .60). This indicated
appropriate levels to conduct factor analysis (Pett, Lackey, & Sullivan, 2003). The
authors found through the Kaiser-Meyer-Olkin Measure of Sampling Adequacy (.91) and
the significant Bartlett’s Test of Sphericity, χ2(1275) = 7560.79, p < .001, sufficient
sample size related to the number of items and that the correlation matrix was favorable.
The authors used a parallel analysis, a scree plot, researcher judgment and the
interpretability of the extracted factors (Hensen & Roberts, 2006) to decide the number of
factors. The visual inspection of the scree plot revealed a break between the fourth and
fifth factors. The parallel analysis supported the four-factor analysis. The fifth factor
appeared to the researchers to be due to a wording artifact. The 51 remaining items of the
URP-I showed 49% of the combined variance accounted for in a Direct Oblimin rotation.
The researchers noted that a concern to be addressed in future URP-I measures is that the
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range of final communalities, proportion of the variance of an item accounted for by the
extracted factors, fell between .17 and .80. About half of the items fell below the desired
.50 level. Item 1 was deleted due to how low its communality was (h2 = .17; Fabrigar,
Wegener, Macullum, & Strahan, 1999). Items 6, 7, 21, 23, 24, 27, 30, 33, 42, 47, 48, 49,
and 51 were deleted from the URP-I due to their pattern coefficients being below .45 on
their primary factor. Pattern coefficients refer to the effect of a latent factor on an item
after other factors have been accounted for. The deletion of Item 14 resulted from
multidimensionality. In the author’s investigation of reliability, they found that items 39
and 52 had high interitem correlation (r = .80.) and items 13 and 39 (r = .80) and
therefore contributed to redundant information within factor I. Item 39 was then deleted
to alleviate that problem. The final version of the URP-I contains 35 items.
Pattern coefficients signal the effects of latent factors (Chafouleas et al., 2009).
Following factor analysis, four factors were identified and labeled by the authors as
acceptability, understanding, feasibility, and systems support. Acceptability was defined
as “how acceptable (i.e., fair, appropriate, and effective) the individual finds and
intervention to be, including how enthusiastic she or he would be to use it” (p. 43).
Understanding was defined as asking “the respondent whether she or he feels that she or
he understands how, and has the requisite skills, to carry out an intervention” (pp. 43-44).
Feasibility was defined as “whether or not the respondent feels that implementing a
described intervention is feasible, particularly in terms of intrusiveness (i.e., time
requirements)” (p. 44). Finally, Systems Support was defined as “whether raters believe
that external support would be needed in order to implement an intervention” (p. 44).
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Table 2 indicates the correlations among the URP-I’s subscales and Table 3 indicates the
means and standard deviations of the subscales.
Table 2
Correlations Among Subscales of the URP-I
Subscale
Factor I
Factor II
Factor III
Factor IV
Acceptability
1.00
Knowledge
0.33
1.00
Feasibility
0.63
0.46
1.00
Systems Support
-0.10
-0.43
-0.23
1.00
Note: From Chafouleas, S. M., Briesch, A.M., Riley-Tillman, T. C., & McCoach, D. B.
(2009). Moving beyond assessment of treatment acceptability: An examination of the
Factor structure of the Usage Rating Profile-Intervention (URP-I). School Psychology
Quarterly, 24(1), p. 43.
Table 3
URP-I Subscale Means (M) and Standard Deviations (SD)
Subscale
M
SD
Acceptability
4.17
.96
Knowledge
4.75
.71
Feasibility
4.27
.75
Systems Support
3.31
1.01
Note: From Chafouleas, S. M., Briesch, A.M., Riley-Tillman, T. C., & McCoach, D. B.
(2009). Moving beyond assessment of treatment acceptability: An examination of the
Factor structure of the Usage Rating Profile-Intervention (URP-I). School Psychology
Quarterly, 24(1), p. 43.
Reliability for the URP-I’s four final factors was found to be favorable among
Acceptability (α = .96), Knowledge (α = .84), Feasibility (α = .85), and Understanding (α
= .90), (Chafouleas et al., 2009). Between the factors of Acceptability and Feasibility
there was a large positive correlation (r = .63), a moderate correlation between
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Acceptability and Knowledge (r = .33), and little correlation with Acceptability and
System Support (r = -.10).
There are several different treatment acceptability measures currently available.
The IRP-15, IRP-20, AARP, BIRS, and URP-I measures were reviewed above. Although
all of the measures have appropriate uses, the URP-I offers the greatest ability more
finely a number of aspects thought to be related to acceptability (i.e., the four factors of
Acceptability, Knowledge, Feasibility, and Understanding) (Chafouleas et al., 2009).
Thus, the URP-I broadens the scope of understanding of the rater’s perception of the
intervention being assessed.
Summary of Literature Review
This literature review included reviews of (a) classroom management and the
laws that regulate classroom management and behavior interventions; (b) behavior
intervention plans resulting from functional assessment and specific strategies to address
behavior concerns (e.g., the DBRC); and (c) social validity, treatment integrity, and
treatment acceptability of behavior interventions and measurement tools such as the
URP-I.
Classroom management is a key component in behavioral intervention planning
and implementation. One goal of classroom management is to support and facilitate the
education of individual students and to assist in managing difficult behavior through
behavior interventional plans. Two important components in developing behavior
intervention plans and determining the efficacy of the plans are treatment acceptability
and integrity. In today’s education system, it is important to be able to create behavior
intervention plans that will be easily implemented within the classroom system and still
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be individualized. Furthermore, intervention plans must be implemented with integrity in
order to make appropriate decisions regarding student growth or lack of growth. The
opinion of the person who would be the interventionist about the utilization of a behavior
intervention such as the DBRC within a behavior intervention plan is a desired and
important consideration to better plan for and create interventions that are considered to
be useful and acceptable to the classroom teacher. The reason that acceptability of the
intervention plan is an important component of interventions is the of the intervention is
that without treatment integrity the interventionist and/or decision-making team cannot
effectively determine if change or lack of change in behavior is related to the
intervention. Thus, treatment acceptability is an important factor in determining to choose
or continue with an intervention. To this end, although the concept of treatment
acceptability has been explored for more than a decade, it is still a focus of research
today.
The relationship of treatment integrity and treatment acceptability to specific
aspects of a behavior plan (e.g., inclusion of specific strategies such as the DBRC and
measures of integrity) has not been fully explored in the literature and needs future
research in order to understand how to best serve students and teachers when a behavior
intervention is utilized or being considered. Thus, given the importance of treatment
integrity in determining effectiveness of interventions, the importance of acceptability
when planning and implementing intervention, and the high use of the DBRC as a
behavior monitoring tool and intervention, it is important to investigate the relationships
among these variables to contribute to the current literature. Specifically, although
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researchers agree that treatment integrity is important, we do not know the perception or
acceptability of teachers concerning DBRCs with a measure of treatment integrity.
It is believed that the current study will provide another evaluation of a measure
designed to evaluate treatment acceptability and usage (e.g., URP-I). In addition, the
current study will yield information about potential demographic variables (e.g., race,
grade level, years of experience, and the setting types of special/gifted education versus
general education) that affect the acceptability of DBRCs with and without integrity
measures. Finally, the study will provide guidance for school psychologists and educators
who write, monitor, and evaluate behavior intervention plans concerning if these
treatment integrity measures should be provided in the presentation of a behavior
intervention plan including a DBRC. Overall, the current study has the potential to
impact the practice of school psychology, as writing behavior intervention plans for
students and consultation regarding the use of DBRCs by teaching staff represents a
significant responsibility of practicing school psychologists. The following chapter
provides detailed information regarding the methodology that will be used to address the
research questions.
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CHAPTER III
METHODS

This chapter includes a discussion of the methods, specifically the participants,
procedures, materials, instruments, dependent variables, independent variables &
predictor variables, and an overview of the data analysis conducted for each of the three
research questions. An experimental design with independent measures utilizing random
assignment into the Experimental and Control groups was implemented.
Participants
Participants included general and special education teachers from a local school
district located in the southeastern United States. All teachers within the school district
were given the opportunity to participate. The types of schools included are diverse, with
different grades in each type of school. Table 4 provides information regarding
demographic information of the population served for each school within the school
district. Information collected from these teachers included the demographic information
including race, grades taught, years experience, and setting types of special/gifted
education or general education.
To recruit teachers from the eight schools within the district, an email was sent to
all school district employees requesting teacher participation. A total of 134 district
employees responded to the email by clicking on the link provided and 114 stated that
73

they were teachers and continued. Several of these individuals were speech/language
therapists and pathologists, and some were paraeducators working in Headstart facilities.
These individuals were excluded. Additionally, some participants did not answer the
URP-I questions. These individuals were also excluded from the study. The final number
of participants included in this study was 102 (31.88%) of the 320 teachers in the school
district. Computerized random assignments to the Control (N = 49) or Experimental (N =
53) groups were utilized. The demographic information of the schools sampled is listed
below in Table 4.
Table 4
Demographics by School as of March 2012 for the Sample Collected
Actual # of Actual % of
School
Grades
Population Approximate #
Teacher
Total
Classification
Served
Served
of Teachers
Participants Participants
Elementary
Pre-K – 6th
R
28
4
3.9
th
Primary
Pre-K – 4
R&S
74
32
31.4
Elementary
Pre-K – 6th
R
20
3
2.9
th
School
Pre-K – 12
R
26
5
4.9
Middle
5th – 8th
R&S
58
22
21.6
High
7th – 12th
R
33
8
7.8
High
9th – 12th
R&S
72
25
24.5
Other
7th – 12th
R&S
9
3
2.9
TOTALS
320
102
100%
Note: Approximate number of teachers from Parker, N. T. (2012, Mar 15). [Email to
Meagan B. Medley], New Orleans, LA. Population served codes: R = Rural, S =
Suburban. School Classification of Other is an Alternative Education and Pre-GED
school.
Of the participants, 74 indicated they had obtained teacher licensure through a
university teacher preparation program and 26 obtained teacher licensure through an
alternative route program. One participant reported licensure through both methods, and
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two (one each) reported attendance at a university teacher preparation program or an
alternative route program but no licensure. Table 5 displays the number and percent of
several participant demographics.
Table 5
Teacher Participant Descriptive Statistics for URP-I Total Scores
Demographic Group
Race
Minority
Non-Minority
Non-Responders
Setting
General Education
Special/Gifted Education
Non-Responders
Years Taught
1-10
11-20
21-30
31-40
Non-Responders
Grades Taught
Elementary
Non-Elementary
Non-Responders

N

Percent of Participants

16
84
2

16.0
84.0

66
31
4

68.0
32.0

49
29
15
9
0

48.0
28.4
14.7
8.8

40
62
0

39.2
60.8

Materials
All participants received an electronic demographics survey. This demographics
survey included licensure, years of teaching experience, means of obtaining licensure,
highest educational degree attained, areas of licensure, subjects taught, age and ethnicity.
Participants were not required to answer any question and had the option to fill in a blank
to clarify or type in another response for the demographics survey.
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All participants received the problem scenario including a brief functional
behavior assessment and a behavior intervention plan focusing on a DBRC. The brief
functional behavior assessment included the target behaviors of out-of-seat, off-task, and
incomplete classwork with the hypothesized functions of the three behaviors to be teacher
and peer attention. The DBRC included ratings for these replacement behaviors, did not
complete this task, partially performed this task, or completely performed this task. Two
sample DBRCs were provided to all participants (refer to Appendix C for sample
DBRCs). One sample was for students with higher understanding of number concepts
and one was for students who with lower understanding of number concepts. Participants
were instructed to consider either based on their current teaching needs.
Only the Experimental Group received a treatment integrity checklist (refer to
Appendix D for Treatment Integrity Checklist). This checklist included a descriptor
outlining that any educational personnel may be the observer, that observations would be
weekly, and that the purpose was to observe fidelity or integrity of the prescribed
intervention. It also stated that if 80% of the criteria were not met, retraining would occur
followed by additional observation. The DBRC components (10) were listed as items to
be checked off if they were observed. Those components were to be observed directly
once a week for at least nine weeks.
Instruments
Although the IRP-20 and the TEI are most commonly used to measure treatment
acceptability (Calvert & Johnson, 1990; Miltenberger, 1990), the URP-I was used
(Chafouleas et al., 2009). The URP-I was developed from education undergraduate and
graduate students’ ratings of vignettes describing hypothetical behavior interventions.
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The URP-I uses a 6-point Likert-type rating scale (i.e., strongly disagree to strongly
agree) for each of the 35 questions posed (refer to Appendix E). A factor analysis was
then used to evaluate the structure of the instrument showing four subscales (i.e.,
Acceptability, Understanding, Feasibility, and Systems Support).
The formatting and simplistic choices of the URP-I were well suited for the
population of teachers expected to complete the rating scale. Additionally, this scale was
easy to use in an online rating scale survey that was emailed to the inbox of each teacher
and anonymously collected. All items from the URP-I can be reviewed in in Appendix E.
Each subscale of the URP-I is comprised of specific questions. Table 6 provides the items
within each subscale and an indicator for which items were reverse coded.
Table 6
URP-I Items within each Subscale and Items Reverse Coded
Subscale
Acceptability
Understanding
Feasibility
Systems Support

Items numbers included
2, 5, 9, 12, 16*, 18, 20,
21, 24*, 26, 28, 31, 33
10, 11, 15*, 27, 30, 32,
34*, 35
1, 3, 4, 7, 8, 17, 25, 29
6*, 13*, 14*, 19*, 22,
23*

Number of items
with subscale
13

Possible ranges of
scores
13 to 78

8

8 to 48

8
6

8 to 48
6 to 36

TOTAL
35
35 to 210
Note. Items indicated with the symbol *, indicate the items reverse coded. These items
reflect the optional change of reverse coding for the subscale of Systems Support and
other questions to create all subscales having similar desired scores as high scores. In
Chafouleas, Briesch, Riley-Tillman, & McCoach, (2009). Moving beyond assessment of
treatment acceptability: An examination of the factor structure of the Usage Rating
Profile-Intervention (URP-I). School Psychology Quarterly, 24(1), 36 - 47. URP-I
measure and scoring guide emailed from S. M. Chafouleas to M. B. Medley 26 March
2010.
77

Dependent Variables
For Research Question 1, Will statistically significant differences exist among the
total score on the URP-I when public school teachers are presented with a behavior
intervention with or without the presence of a treatment integrity measure?, overall usage
scores from the URP-I served as the dependent variable. Total scores having the lowest
scores indicate lower overall usage. Additionally, the authors of the URP-I provide the
user the choice to reverse code the systems support subscale because it’s original scores
indicate that low scores are desirable and the remaining three subscales indicate that high
scores are desirable; therefore not providing a total score on the URP-I or subscales that
yield similar interpretations. This optional method of reverse coding the indicated items
from the systems support subscale was used.
For Research Question 2, Will statistically significant differences exist among the
URP-I factors of acceptability, understanding, feasibility, and systems support when
public school teachers are presented with a behavior intervention with or without the
presence of a treatment integrity measure?, each subscale score within the URP-I was
used as a dependent variable.
For Research Question 3 Which of these public school teacher demographic
variables, race, grade taught, years of experience, and setting types of special/gifted
versus general education, will predict URP-I scores?, total usage scores on the URP-I
were used as the dependent variable.
Independent and Predictor Variables
For Research Questions 1 and 2, the treatment integrity procedures served as the
independent variable. For research question 3, predictor variables collected in the
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demographics survey, including race, years experience, setting type (special/gifted
education versus general education), and grades taught, served as the independent
variables.
Procedures
Mississippi State University’s Institutional Review Board approved this study on
March 8, 2012. Following approval, participants were recruited and participated through
electronic means only. Informed consent was obtained through a written recruitment
statement given via email. The email was sent to all employees of the school district
sampled. Activating the hyperlink to the study indicated informed consent. Participants
were then directed to the online site with instructions for completing the study.
Participants were first asked if they were a teacher. If yes, computer generated random
assignment placed participants into the Control or Experimental group. If no, they viewed
a statement of gratitude from the researcher.
Instructions and demographics survey began the online experience for teacher
participants. The Control Group received an introduction, instructions, demographics
survey, problem scenario, URP-I, and statement of gratitude from the researcher. The
Experimental Group additionally received a treatment integrity checklist to view before
the URP-I. Several parts of the electronic presentation are detailed below.
Data Analysis
Participants completed one URP-I concerning a DBRC either with (i.e.,
Experimental Group) or without a treatment integrity (i.e., Control Group) component.
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The following is a description of the analyses specific to each research question and the
relative dependent and independent variables specific to each question.
For Research Question 1, Will statistically significant differences exist among the
total score on the URP-I when public school teachers are presented with a behavior
intervention with or without the presence of a treatment integrity measure?, A t test
analysis was utilized based on total scores of the URP-I to determine if the Total URP-I
scores for the Experimental Group and the Control Group were statistically significant.
For Research Question 2: Will statistically significant differences exist among the
URP-I factors of acceptability, understanding, feasibility, and systems support when
public school teachers are presented with a behavior intervention with or without the
presence of a treatment integrity measure? MANOVA was utilized based on the four
factors of the URP-I to evaluate if statistically significant differences existed among the
four factors of the URP-I between the Experimental and Control Groups.
For Research Question 3: Which of these public school teacher demographic
variables, race, grade taught, years of experience, and setting types of special/gifted
versus general education, will predict URP-I scores? Multiple regression analysis was
utilized based on total scores of the URP-I to examine if race, grades taught, years
experiences and the setting types of special/gifted versus general education predict Total
URP-I scores.
An alpha level of .05 was set for all statistical operations.
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CHAPTER IV
RESULTS

The purpose of this study was to answer three research questions concerning the
teacher ratings of a behavior intervention plan that used the DBRCs with or without the
inclusion of treatment integrity measures. For all statistical operations, an alpha level of
.05 was set. The following sections will provide information on preliminary examination
of data (e.g., detection and treatment of missing data) followed by assumptions and
analyses used to answer each research question.
Preliminary Analyses
Initial analyses were conducted to evaluate the data for this study. First, a number
of individuals who did not meet the inclusion criteria for this study (i.e., individuals other
than teachers) responded to the electronic questionnaire. The data for these individuals
were eliminated from all analyses (see the Participants section of Chapter III for specific
information). Then to determine the presence of missing data, a visual analysis and a
calculation of frequencies were conducted for all data gathered on the URP-I. Although
some of the 35 items were unanswered by respondents (referred to as teachers in this
document), a total of 26 teachers left at least one item unanswered. No individual item
was left blank by all respondents (referred to as teachers). Twenty-one teachers left one
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item blank, four teachers left two items blank, and one teacher left three items blank on
the URP-I. Table 7 displays frequency of specific URP-I items skipped by teachers.
Table 7
Item and Frequency of URP-I Items Skipped
URP-I Number
1, 3, 7, 8, 9, 11, 13, 19, 26, 27, 29, 31, 35
12, 15, 16, 18, 20, 22, 30, 33
14
Total Items Skipped by Participants

Frequency of Item Skipped
1
2
3
32

Rather than discarding the data of a teacher who failed to respond to all items,
missing values were replaced, based on Peyre, Leplège, and Coste (2011), using the
means of the answered items within the corresponding factor of the URP-I for that
teacher. For example, when a teacher chose not to answer one item in the Acceptability
factor, the mean of completed items by that individual on that factor was substituted for
the missing datum. A visual analysis of items skipped showed no pattern existed in the
way that teachers skipped items.
Once the missing data were address, the preliminary analyses showed there was a
slightly fewer number of teachers in the Control Group (i.e., those presented with a
scenario that included no information on treatment integrity for the intervention) (N = 49)
than the Experimental Group (i.e., those presented with a scenario that included specific
information on treatment integrity for the intervention) (N = 53). Although the teacher
groups are unequal, the differences are very small and, therefore, the two groups were
determined to be appropriate for the analyses selected after the following examination of
the data.
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A series of chi-square tests and a t test were conducted in order to determine
whether an equal number of teachers were placed into the Experimental of Control Group
by the random assignment. These analyses were conducted for several demographic
variables (race, grades taught, years taught, and setting). No statistically significant
differences were found between the Experimental and Control groups through chi-square
goodness-of-fit tests for the variables of race or grades taught. Also, no statistically
significant differences were found between the Experimental and Control groups through
an independent samples t test for years taught. However, the setting variable (i.e., general
and special education) had a statistically significant difference (Chi square, p = 0.049) in
the expected and actual frequencies of teachers in each group. In the Experimental group,
general education teachers were overrepresented and special education teachers were
underrepresented. The expected frequency for general education was 34 in the
Experimental Group (actual frequency was 39) and 32 in the Control Group (actual
frequency was 27). For special education the expected frequency was 16 in the
Experimental Group (actual frequency was 11) and 15 in the Control Group (actual
frequency was 20).
Finally, descriptive statistics were calculated for the URP-I for each factor, and
the total scores for the two groups and the total group. The means and standard
deviations for these are presented in Table 8. Following the presentation of these data,
each research question is presented.
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Table 8
Descriptive Statistics of the Four Factors and Total Scores of the URP-I for
Experimental Group (N = 53), Control Group (N = 49), and the Total Group (N = 102)
Experimental Group
Control Group
Total Group
M
SD
M
SD
M
SD
Acceptability
58.91
11.32
57.09
14.95
58.03
13.15
Understanding
38.89
5.27
41.29
6.09
40.56
5.69
Feasibility
36.04
7.14
35.94
8.46
36.01
7.76
System Support 19.65
4.54
18.84
5.82
19.26
5.18
URP-I Total
154.49
20.97
153.19
27.28
153.87
24.09
Note: Total score range = 35-210, Acceptability score range = 23-78, Understanding
score range = 21.71-48, Feasibility score range = 12-48, System Support score range = 636. Total possible points per factor: Acceptability (13-78), Understanding (8-48),
Feasibility (8-48), and System Support (6-36), and Total URP-I (35-210).
Research Question 1
Research Question 1, Will statistically significant differences exist among the
total score on the URP-I when public school teachers are presented with a behavior
intervention with or without the presence of a treatment integrity measure?
An independent samples t test was utilized to compare the responses of the two groups of
teachers’ total scores of the URP-I. The URP-I has possible total scores ranging from 35
to 210 and item scores ranging from 1 to 6 on a Likert-type rating scale (i.e., strongly
disagree to strongly agree) for each of the 35 questions posed (refer to Appendix E). The
means and standard deviations of the Experimental and Control groups for the total URPI scores are reported in Table 8 above. This yields a mean score across Total URP-I
scores of 4.396 ranging in the slightly agree to agree rating, Acceptability of 4.4641
ranging in the slightly agree to agree rating, Understanding 5.0706 ranging in the agree to
strongly agree rating, Feasibility of 4.5008 ranging in the slightly agree to agree rating,
and Systems Support of 3.2102 ranging in the slightly disagree to slightly agree rating.
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The three assumptions of the independent-samples t test were all met. The
observations were independent as teachers were given the measures privately via their
computers. The dependent variable is normally distributed for each of the groups as
found with the Shaprio-Wilk test of normality, p = 0.10. The variances for each of the
groups are equal in the population as found with the Levene’s test, p = 0.136. According
to an independent samples t-test, there was no difference between the two groups’ URP-I
total scores, t(100) = 0.272, p = .787.
Research Question 2
Research Question 2: Will statistically significant differences exist among the
URP-I factors of acceptability, understanding, feasibility, and systems support when
public school teachers are presented with a behavior intervention with or without the
presence of a treatment integrity measure?
Before evaluating this research question, the assumptions of MANOVA were
evaluated including independence of observations, adequate sample size, no univariate or
multivariate outliers, multivariate normality, linear relationships between the dependent
variables for each independent variables, homogeneity of variance, and no
multicollinearity. All four URP-I factors are continuous measures. Means for the groups
by factor are as follows, Acceptability (Experimental (M = 58.91), Control (M = 57.09),
and all Acceptability (M = 58.03)), Understanding (Experimental (M = 39.89), Control
(M = 41.29), and all Understanding (M = 40.56)), Feasibility (Experimental (M = 36.04),
Control (M = 35.97), and all Feasibility (M = 36.01)), and Systems Support
(Experimental (M = 19.65), Control (M = 18.84), and all Systems Support (M = 19.26)).
Means, standard deviations and ranges for the factors are reported in Table 8. The
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independent variable creates the two categorical groups of Experimental and Control
Group. Observations were independent. Adequate sample size was indicated for the
Experimental (N = 53) and Control (N = 49) groups by a chi-square goodness-of-fit test.
Table 8 displays the means and standard deviations of the four factors by Experimental
and Control Group. No extreme univariate outliers were found (i.e., no more than 3 box
lengths away from a boxplot box; Laerd Statistics, 2013a). However, eight total outliers
were found, defined as those being at least 1.5 box lengths away from a boxplot box. In
the Experimental Group with the Feasibility factor, one outlier fell below the others
within a box plot analysis (Case 21). In the Control Group 7 outliers were found. Three
were found below others in the Understanding group (cases 60, 80 and 89), three were
found below others in the Feasibility factor (Cases 69, 80 and 96), and one was found
above others in the System Support factor (Case 67). Data were not transformed to
manipulate these outliers, as it was not expected to significantly impact the data set as a
whole. There was one multivariate outlier in the data, as assessed by Mahalanobis
distance critical value of 18.47 for four dependent variables at an alpha level of 0.001. As
only one was found in the sample, data was not transformed to accommodate. According
to the Shaprio-Wilk tests of normality, the normality assumptions were violated for the
Acceptability, Understanding, and Feasibility factors in both the Experimental and
Control groups. The Systems Support factor met the assumption of normality for both
groups. According to Tabachink & Fidell (1996), as long as a sample size of 20 per cell is
used, this sample should be sufficient to meet the assumption of normality. The
Experimental (N = 53) and Control (N = 49) groups both met this criterion.
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In continuing to assess the assumptions of MANOVA, multicollinearity was
assessed. A MANOVA statistical analysis works best with moderate correlations between
dependent variables (Laerd Statistics, 2013b). Multicollinearity was found between
several factors, Acceptability and Understanding (r = 0.402, p = 0.000), Acceptability
and Feasibility (r = 0.890, p = 0.000), and between Understanding and Feasibility(r =
0.490, p = 0.000). Table 9 displays the Pearson’s Correlations for these factors. There
was a linear relationship for Experimental and Control Groups for Acceptability,
Understanding, and Feasibility as assessed by scatterplot. However, there was no linear
relationship found among the three factors and Systems Support for either group. There
was also a concern of the homogeneity of variance-covariance matrices, as assessed by
Box’s test of equality of covariance matrices (p = 0.005).
Table 9
Pearson’s Correlation’s for the four factors of the URP-I
Acceptability
Understanding
Feasibility
Systems Support

Acceptability
0.402
0.890
-0.052

Understanding

Feasibility

Systems Support

0.490
0.145

0.016

-

A MANOVA was run to detect possible effects of a measure of treatment
integrity on the four factors of the URP-I. The differences found among the four factors
in respect to the grouping variable of treatment integrity measure was not statistically
significant, F(4,97) = 1.343, p = 0.260’ Pillai’s Trace = 0.052. Pillai’s Trace was utilized
due to the unequal samples sized and the homogeneity of covariance concern noted by
the statistically significant Box’s M (Laerd Statistics, 2013c).
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Research Question 3
Research Question 3: Which of these public school teacher demographic
variables, race, grade taught, years of experience, and setting types of special/gifted
versus general education, will predict URP-I scores?
To evaluate this research question, a multiple regression was utilized in order to
investigate the predictive value of the teacher demographic variables of race, grade
taught, years of experience, and setting type of total scores on the URP-I. Each of the
variables will be discussed first, then the assumptions of multiple regression and finally
the results of the multiple regression analysis. Table 10 displays the means and standard
deviations from the 3 dichotomous variables (i.e. race, setting type, and grades taught),
the continuous variable (i.e. years experience), and the total URP-I scores. Table 11
displays the Pearson Correlations, Betas, t values and significance values from the
multiple regression analysis.
Table 10
Means and standard deviations for the four demographic variables and URP-I total
scores
Mean
Standard Deviation
Race (categorical)
1.1600
0.3650
Grades Taught (categorical)
1.6250
0.4867
Setting (categorical)
0.3200
0.4700
Years Teaching (continuous)
13.5938
10.5547
URP-I Total Scores (continuous)
152.6882
24.2829
Note: A total of 96 teachers were included in the multiple regression analysis.
Dichotomous variables were coded as follows: Race (1 = Nonminority, 2 = Minority),
Grades Taught (1 = Elementary, 2 = Non elementary), and Setting (0 = General
Education, 1 = Special/Gifted Education). Years teaching was a continuous variable.
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Race
Teachers reported race and they were treated as categorical variables of Minority
(N = 16), and Non-Minority (N = 84). Minority participants included African American
(N = 12), Native American (N = 1), and Asian/Pacific Islander (N = 3). Non-Minority
teachers reported Caucasian. Two teachers did not report race.
Grade Taught
The teachers taught a variety of grade levels and as a result analysis by each grade
level would not provide sufficient numbers of teachers per grade level to generalize the
information provided. Therefore, several grades were grouped as would be typical in
many American schools. The categorical groups are as follows: (a) Elementary (N = 40),
(b) Non elementary (N = 62). When teachers delineated multiple grades that did not
include all grades, the grade category that included the greatest number of grades
indicated by the teacher was chosen. When teachers reported all grades, Elementary was
chosen as it appeared that those teachers primarily served elementary students given the
types of teaching they provided (i.e. gifted or adapted physical education). Data for all
teachers were included in this analysis, as all teachers reported the grade level(s) taught.
Years Experience
Teachers years of experience were collected treated as interval data. No teachers
indicated experience above 40 years. Although years experience was used as a
continuous variable, groups of years include 1-10 years (N = 49, M = 155.35), 11-20
years (N = 29, M = 153.93), 21-20 years (N = 15, M = 148.49), and 31-40 years (N = 9,
M = 155.16 All teachers indicated their years of experience.
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Setting Type: Special/Gifted versus General Education
In the demographics section of the online survey, teachers indicated if they taught
special education, gifted education or general education students. Due to a low number of
teachers indicating that they taught gifted students, those participants were placed into the
special education category. In the particular state this study was conducted, gifted
teachers are considered special education teachers and implement individualized
education plans for students eligible for gifted services. Therefore, two categorical
variables of special/gifted education and general education were used for analysis. Four
teachers did not report setting.
Multiple Regression
Assumptions of linear multiple regression were assessed, including independence
of errors (residuals), a linear relationship between the predictor variables and the
dependent variable, homoscedasticity of residuals (equal error variances), no
multicollinearity, no significant outliers or influential points, errors (residuals) are
normally distributed. There was independence of errors or residuals, as assed by a
Durbin-Watson statistic of 2.194. Durbin-Watson statistics range from 0-4 and when
close to 2.0, are considered a measure of independence of observations. Linear
relationships were assessed by a partial regression scatterplot that showed a somewhat
linear relationship between years taught and total URP-I scores. Other variables are
categorical and not assessed in this way. The assumption of homoscedastity is that the
residuals are equal for all values of the predicted dependent variable. This was assessed
by visual inspection of plots and the spread of the residuals did not increase or decrease
across the predicted values. Therefore the assumption of homoscedastity was met. The
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assumption of no multicollinearity, can be met when independent variables are not highly
correlated, leading to potential problems with which variable may be the contributing
variable to the variance explained. An indication of no multicollinearity is considered
with tolerance values greater than 0.1. All Tolerance values were greater than 0.1.
Additionally, no correlations among the variables were higher than 0.7, suggesting that
multicollinearity does not exist. One outlier was found with a standardized residual of
more than 3 standard deviations from mean the URP-I score. It was kept in the data set.
This case had a URP-I score of 74 and a predicted URP-I score of 161.88. Additional
analysis contributing to determining the presence of outliers was conducted concerning
leverage and influence. In analysis of leverage, all cases fell below 0.20 and were
considered in the safe range. As a measure of influence, Cook’s Distance indicated no
concern as no values were above 1. Finally, Normality was assessed to have no concerns
via P-P Plot and histogram visual inspection.
Multiple regression was then run using the enter method to determine which of
these public school teacher demographic variables, race, grades taught, years of
experience, and setting types of special/gifted versus general education, would predict
total URP-I scores. According to multiple regression analysis, race, grade taught, years
experience, and setting type did not statistically predict total URP-I scores, F(4, 91) =
2.064, p = 0.092. The coefficient of determination (R square = 0.083) indicated that 8.3%
of the variance in the dependent variable (URP-I) can be explained by the independent
variables (demographic variables). Additionally, if Beta weights () significantly differed
from zero, indicating that the independent variable was a significant predictor of the
dependent variable. Beta weights displayed in Table 11 above did not indicate
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statistically significantly that the independent variables of race ( = 0.135, t(91) = 1.310,
p = 0.194), setting type ( = 0.187, t(91) = 1.772, p = 0.080), grades taught ( = -0.141,
t(91) = -1.366, p = 0.175), and years taught ( = -0.106, t(91) = -0.993, p = 0.323) are
significant predictors of the dependent variable, URP-I total scores.
Table 11
Pearson’s Correlations, Betas, t values and significance values for the four demographic
variables
Pearson’s Correlations
Grade Taught Years Taught

Beta
t
Race
Setting
Race
0.135 1.310
Grade Taught -0.022
-0.141 -1.366
Years Taught -0.041
-0.235
-0.106 0.099
Setting
0.194
-0.063
0.226
0.187 1.772
Note: Dichotomous variables were coded as follows: Race (1 = Nonminority, 2 =
Minority), Grades Taught (1 = Elementary, 2 = Non elementary), and Setting (0 =
General Education, 1 = Special/Gifted Education).
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Sig.
0.194
0.175
0.323
0.080

DISCUSSION

The present study used the URP-I to compare teacher’s acceptance of a frequently
used behavior intervention (i.e., DBRC) with and without information about treatment
integrity in scenarios describing common behavior difficulties in the educational setting.
The URP-I total score and the scores on each of the four factors (i.e., acceptability,
understanding, feasibility, and systems support) were evaluated for potential differences
based on the presence or absence of the treatment integrity measure; additionally, several
teacher demographic variables were examined to determine their relationship to total
URP-I scores of the two interventions.
A discussion pertaining to each of the three research questions posed in in this
study follows. Additionally, a discussion of the threats to internal and external validity as
they pertain to this study, implications of this study, and future directions for researchers
in the areas of treatment integrity, social validity, and acceptability is also provided.
Discussion
First, it is important to note that teachers’ overall mean rating of the interventions
fell between slightly agree and agree on a 6-point Likert-type scale. Mean ratings for
interventions with and without treatment integrity components also fell between slightly
agree and agree. Therefore, teachers overall viewed the usage of the DBRC with or
93

without treatment integrity as mostly favorable, showing that overall teachers thought the
intervention to be appropriate to the situation and generally accepted both interventions
(with and without integrity components).
An independent samples t-test revealed no statistically significant differences
between the Experimental and Control Groups indicating that teachers’ ratings were not
affected by the inclusion or absence of a measure of treatment integrity and the statement
that a school psychologist would perform the observations. Overall, this suggests that in
this setting, school psychologists and other professionals who develop behavior
intervention plans that include DBRCs, can choose to include, or exclude, this component
in the plans with no effect on teacher acceptance of the behavior intervention plan
including a daily behavior report card. Because federal law (e.g., reauthorizations of
IDEA in 1997 and 2004), indicates that functional behavior assessment and behavior
intervention plans are to be developed for students under federal protection and experts in
the field of behavior interventions have called for the inclusion of treatment integrity
measures as a component of those interventions (Gresham et al., 2000; Gresham, 2009)
the implications of this study are significant. These results indicate that interventionist
not only should (as indicated by experts), but can (as indicated by this study) include
measures of treatment integrity in interventions without affecting teachers’ acceptance of
the intervention.
Four URP-I factors fell in three different range categories of teacher ratings.
Acceptability and Feasibility fell in the slightly agree to agree rating, Understanding in
the agree to strongly agree rating, and Systems Support in the slightly disagree to slightly
agree rating. The most concerning is the Systems Support factor as it fell below a
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favorable level. Systems Support was defined by Chafouleas et al. (2009) as “whether
raters believe that external support would be needed in order to implement an
intervention” (p. 44). As such, it appears that practically there may be a concern from
teachers that administrative and fellow teacher support would be completely available to
them in implementing a DBRC. Further exploration of why this factor fell below the
other factors may be important in examining the clinical significance of the use of the
DBRC with these participants. Future research may include comparison of
administrative and teacher ratings of DBRCs, and differences with various demographic
variables of teachers, students, problem behaviors, functions of behaviors may yield
information as to the clinical difference in these scores. It may be beneficial to examine
more closely items within the Systems Support factor in future analysis to determine
patterns, if any, exist in the low ratings. Because of the many differences in what systems
support may mean to the rater, it should include examining differences such as among
question asking about consultative support (question 6), co-worker support (question 13),
parental collaboration (question 14), and administrative support (question 23).
A MANOVA revealed that no statistically significant differences existed among
the four factors of the URP-I rating scale. This indicates that the presence or absence of a
measure of treatment integrity yields no major differences among Acceptability,
Understanding, Feasibility, and Systems Support. Given the very small differences in
means between the Experimental and Control group with the DBRC and treatment
integrity measure, there appears to be little need to withhold a treatment integrity measure
from a behavior intervention plan including a DBRC in this setting on the basis of URP-I
factor or total scores.
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This information along with the overall item mean falling in the slightly agree to
agree range allows a reasonable assumption that the DBRC, as presented in a simple
behavior intervention plan with samples provided, gave teachers a relatively acceptable
behavior intervention plan. Regardless of whether the intervention using the DBRC had
an integrity component or not, teachers in this study found the intervention to be an
adequately acceptable intervention, one that provides a reasonable understanding of the
procedures, a feasible intervention, and an intervention that yields itself to support in the
given system. As most researchers have only used single-factor treatment acceptability
measures, it is difficult to make comparisons to previous literature. This study not only
addressed the concept in acceptability research of factors that contribute to social
validity, but also addressed the area of treatment integrity in relationship to those factors.
Furthermore, correlational analysis of the four factors of the URP-I indicated a
range of correlations (Cohen, 1988). The strongest correlation was a statistically
significant large positive correlation between Acceptability and Feasibility (r = 0.890).
Reasons for the correlation may be that these factors within the URP-I might be assessing
the same construct or that the participants may find both highly related as they pertain to
the specifics of this behavior intervention plan and scenario.
Multiple regression results indicated no statistically significant predictive values
of the demographic variables that were assessed on total URP-I scores. Therefore these
findings suggest that URP-I scores are not dependent on race, grade taught, years
experience or the setting types of special/gifted versus general education. It appears that
further investigation may be needed to determine what additional aspects of the situation
(e.g., environmental factors, teacher and child characteristics, specifics of referral
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question and the intervention) can aid researchers in predicting URP-I scores. Other
information that may be helpful to investigate in future studies would be the familiarity of
the participant with the proposed intervention, functions of behavior, brief functional
behavior assessments, behavior intervention plans and DBRCs. Using other variables,
demographic or otherwise, may yield different results and should be explored in future
research.
Limitations of the Study and Threats to Validity
Threats to validity include the possible sources that may threaten the integrity of
research outcomes. Two of the main concerns with research validity include (a) threats to
internal validity, those threats that relate to the integrity within the research study and (b)
threats to external validity, those threats that relate to the generalizability of the findings
of the study (Campbell & Stanley, 1963; Cook & Campbell, 1979). These threats can be
minimized and controlled by a variety of means. Threats to internal validity and external
validity that are of concern in this study are explained and discussed below.
Internal Validity
The eight main threats to internal validity include testing, history,
instrumentation, maturation, regression, subject attrition, selection bias and group
differences (Campbell & Stanley, 1963; Cook & Campbell, 1979). Testing, history,
maturation, regression, attrition, and selection bias are unlikely threats and will not be
discussed as their impact was minimal. A discussion of group differences and teacher
history follows.
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A threat of potential group differences may be moderate. Group differences occur
when groups within the study have significant differences not accounted for in the
procedures and/or statistical analysis of the study (Campbell & Stanley, 1963; Cook &
Campbell, 1979). Few group differences were found in this study; however, the
participants that started and did not complete the procedures were not assigned groups.
Therefore, it is not known into which group they would have been placed. Additionally, a
statistically significant chi-square was found when examining if the random assignment
into the Experimental or Control Group placed expected numbers of participants into
each group. The demographic variable of setting (i.e. special/gifted versus general
education), was the only variable of the four to be found problematic. Additionally, it is
unknown if other unassessed variables would also be problematic.
With regard to limitations, it is possible that teacher familiarity with a DBRC or
with a direct observation measure of treatment integrity impacted teachers’ acceptance of
the intervention and the findings regarding the URP-I Total score found in this study.
DBRCs have been used in many intervention in recent times and have been shown to
successfully impact behaviors such as increased homework completion, increased
attention, appropriate participation, decreased disruptions, decreased compliance and
decreased aggressive behavior (Blechman et al., 1981; Kelly, 1990). Thus, it is possible
that the teachers in this study already had successful experience with interventions that
included the DBRC, leading them to view the intervention favorable based upon their
past experience.
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External Validity
External validity typically involves two main concerns, ecological, involving
setting and time, and reactivity, where a reaction of the participant impacts the study in a
way not accounted for by procedures or statistical analysis (Campbell & Stanley, 1963;
Cook & Campbell, 1979). Threats to external validity are discussed below.
The ecological threat to external validity incorporates concerns about the setting,
time and zeitgeist of the study (Campbell & Stanley, 1963; Cook & Campbell, 1979).
The main limitation and threat to this study’s validity is the analog nature of study (e.g.,
case scenarios with related behavioral intervention plan/DBRC), the use of a vignette
case scenario and the fact that the responses were obtained from using online survey
methods (Chafouleas et al., 2009). The use of a strong experimental between subjects
design with random assignment into groups was used to aid in addressing this threat.
Despite these limitations, reviews conducted by well respected researchers in the field
(e.g., Eckert & Hintze, 2000; Finn & Sladeczek, 2000; Reimers et al., 1987) have
revealed that a survey, not online, approach remains an acceptable and common
methodology for assessing relationships between treatment integrity and treatment
acceptability variables. Additionally, the standard practice of utilizing case vignettes for
survey of teachers with hypothetical behavior intervention plans was used and outcomes
are limited to the sample of individuals who choose to participate in the study (Reimers et
al., 1992a).
This study was completed in a geographically limited area of the United States of
America and therefore may not generalize to all areas. Given the current zeitgeist related
to the adoption of the RtI model by the district and the educational environment in which
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students with higher behavioral needs are placed, ratings may differ school to school or
system to system, and may not generalize to other educational cultures. This may have
influenced various participants or participant groups in their responses. For example, if a
school states that only administrators will do ‘check-ins’ with students, a proposed
behavior intervention plan similar to the one presented in this study and that teacher
‘check-ins’ may be negatively perceived by many faculty at that school. Additionally, the
behavior intervention plan presented with a DBRC may influence the participants’ ratings
in a different manner if other plans were suggested. The behavior intervention plan
incorporated a specific intervention of a DBRC and can only be generalized to that
specific intervention with the specific vignette description.
The threat to external validity of reactivity is also known as the Hawthorn Affect.
This may occur when participants respond to a specific part of the study that is not
intended to create a response (Campbell & Stanley, 1963; Cook & Campbell, 1979). Such
as the participants in the school district may have respond to the research solely because
of their relationship to researcher conducting the study. This may affect the outcome in
either direction on an individual basis. Additionally, the level of novelty of the process
for functional behavior analysis or behavior intervention plans may impact the
participant’s ratings. Participants may have had an unwarranted desire to please their
school administrator or district personal by participating.
Overall Implications of the Study and Suggestions for Future Research
In summary, implications of this study are that (a) behavior intervention plans
with a DBRC include a measure of treatment integrity; (b) school psychologists begin, or
continue, to collect treatment integrity data without concern that this added component
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will effect teachers’ acceptance of the intervention, and (c) additional research to be
conducted in the area of acceptability, social validity and treatment integrity measures in
order to better ensure the proper procedures and protocol implementation of interventions
by educators. As function-based behavior intervention plans are mandated (IDEIA,
2004), and their purpose it to modify the antecedents and consequences associated with
problem behaviors (Gable, 1998), the inclusion of treatment integrity measures and the
consideration of acceptability has the potential for great impact on student outcomes.
Future research may further explore the acceptability of teachers’ acceptance of
behavior interventions by changing a number of the components utilized in this study. A
simple expansion of the current study is to study the acceptability of the interventions
with different target behaviors. The behavior intervention plan in this study examined
out-of-seat, off-task, and incomplete classwork with functions of peer and teacher
attention. Although these are behaviors seen in many classrooms, research should explore
if a more intrusive, frequent, or dangerous behaviors would change teacher ratings. This
study also used a very common intervention procedure, the DBRC. Lesser known
behavior interventions may yield different ratings from teachers. Additionally, functions
other than attention, such as escape, may yield different teacher ratings. Additionally, it
is important to evaluate interventions in a naturalistic setting rather than analog. Some
researchers strongly caution that results may be jeopardized when researchers no longer
serve as the interventionists and the analogue setting is changed to a more naturalistic
one, such as a classroom have been noted (Reimers et al., 1987). However, due to the
highly practical potential application of results of further investigation of this research
question, it may be beneficial to conduct this study in a naturalist setting.
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The implications of the findings relative to this research question is that the
inclusion of treatment integrity components in an intervention do not effect the deeper
factors related to teachers’ perceptions of treatment acceptability. This is important
because poor treatment integrity is often noted and associated with many variables
including perceived severity of the problem, perceived benefits, potential barriers and
costs, perceived ability to implement recommended intervention steps (Becker, 1985).
Acceptability of the intervention by the consumer is one of the most important
considerations (Chafouleas et al, 2009; Kazdin & Perepletchikova, 2005; Wolf, 1978)
and has been accounted for in this study. The models of treatment integrity, although
theoretical, also note the importance of other factors in relation to treatment acceptability.
These include, use of treatment, effectiveness of treatment, integrity of treatment (Witt &
Elliott, 1985), understanding level, compliance level, effectiveness level, maintenance
level, disruption to family and classroom (Reimers et al., 1987), severity of problem
susceptibility of child to the problem, treatment effectiveness, and barriers of benefits of
treatment, (Human & Teglasi, 1993), individual variables (Eckert & Hintze, 2000). As
this study was limited to one specific case with very specific behaviors, functions, and
interventions, future research is needed to address these other factors that may impact
results.
Additionally, future research in this area may incorporate more assessment of
what levels of integrity are considered practical, usable and favorable to teachers, rather
than continued evaluation of the interest of this study (i.e., the presence or absence of
treatment integrity measures). The treatment integrity measure presented to teachers in
the Experimental group in this study had a required level of 80% of the total components
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met in order for treatment integrity to be acceptable. No specific component level
requirement was given. Researchers have indicated that integrity levels below 70% for 2
consecutive days or more would be unacceptable (i.e., the impact being so significant to
yield the interventionist or researcher unable to determine if intervention responsiveness
or lack of responsiveness resulted from the intervention; Duhon et al., 2009).
Perepletchikova and Kazdin’s (2005) current guidelines of 80-100% adherence of
intervention components as acceptable integrity and low integrity including any
component falling below 50% needs to be investigated with many interventions in
various settings. Additionally, future research for these participants may include a
different behavior intervention plan, as this study relied heavily on the DBRC.
As several of the factors have statistically significant correlations, the relationship
of the factors to overall acceptance is in need of further investigation. However, given
the emergence of the newest revision of the URP-I, the URP-IR (Briesch, Chafouleas,
Neuebauer, & Riley-Tillman, 2013), which contains different items and factors, future
research to re-examine correlations amongst the new set of factors should be conducted,
rather than further examination of the factors of the previous version of the URP-I. In this
recent update, six subscales were found with a reduction of items from 35 to 29 items.
These new subscales include the four factors from the original URP-I, Acceptability,
Understanding, Feasibility, and Systems Support, and add Family-School Collaboration
and System Climate. Future research will be needed using this new measure to determine
if the newly emerged factors yield similar results to the current study.
Finally to further direct future research, Cook, Landrum, Tankersley, & Kauffman
(2003) noted the many barriers associated with treatment integrity for students with
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emotional behavior disorders and with teacher use of research-based interventions. They
included inadequate teacher training in their preservice education and in-service. Gable,
Tonelson, Sheth, Wilson, and Park (2012) surveyed 1588 general education teachers and
1472 special education teachers concerning evidence based practices associated with
students with emotional behavior disorders. Suggestions included significant training and
preparation to increase teacher knowledge for both special and general education teachers
on the evidence based strategies that included positive behavior intervention and supports
(PBIS), behavior support/management plan, formal procedures to develop functional
behavior analysis, and precorrection instructional strategies. Both sets of teachers rated
how well prepared they were to implement each strategy. General and special education
teachers rated themselves well or very well for PBIS. In these selected areas, the special
education teachers indicated a higher level of preparedness to implement each strategy.
Gable et al.’s (2012) research may indicate that special educators are more prepared to
individualize education in the manner in which the behavior intervention plan in this
study used a DBRC. Additionally, McKee (1984) found higher teacher ratings of
interventions when the teachers had a higher knowledge of the intervention procedures.
More research should be conducted concerning levels of familiarity and training impact
on acceptability ratings and conducted in a naturalistic setting to see the impact of teacher
factors on actual implementation.
This study provides evidence to researchers and practitioners concerning the
inclusion or exclusion of treatment integrity measures in written behavior intervention
plans with DBRCs given to teachers, the impact of treatment integrity on the four factors
of the URP-I, and the predictability of URP-I scores based upon four demographic
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variables. This research yields evidence that can affect the daily practice of many school
psychologists and other practitioners writing, implementing, evaluation, or monitoring
the integrity or effectiveness of behavior intervention plans with DBRCs. The scope of
numbers of children impacted by the use of behavior intervention plans with DBRCs is
enormous given their variability to address a range of behaviors at all ages. Given that
teachers and other school staff are often given the responsibilities of creating,
implementing, and discovering needs concerning the behavior intervention plans and
DBRCs that are used throughout the schools, this research implies that hesitation in the
inclusion of treatment integrity measures with behavior intervention plans may be
unwarranted. Additionally, this study yields information that the impact of treatment
integrity inclusion on the four factors of the URP-I was minimal in this setting. Since the
URP-I ahs recently been updated, research in this area should be conducted to determine
if similar patters exist with the newly reduced item instrument. Additionally, other
variables including demographic variables should be assessed for their predictive value
on the URP-I and potentially other more popular instruments assessing acceptability. This
study created a variety of leads for future research including teacher and student
characteristics, settings for research to be conducted, behaviors, interventions, and
methods of treatment integrity.
Researchers may focus future research on teacher and student characteristics.
These include demographics, pre-service teacher training differences, previous and
current administrative policy differences, attitudes toward individualizing education,
knowledge base of behavior interventions and/or plans, involvement in the RtI process,
etc. These demographic differences should initiate more research to determine if
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consultation practices of those developing behavior intervention plans should be different
for those demographic groups with differences. Additionally, student characteristics may
be an area researchers focus on in the future. These include the target behaviors, severity
of the behaviors, functions of the behaviors.
The setting of this study provided several limitations and therefore future research
should investigate other settings. Although this study utilized a new online method of
collecting data from participants, it’s analog nature provided limitations to the validity of
the study. Future research should include a naturalistic setting. New geographic locations,
cultures, and educational settings like private and the various types of charter school
systems should be explored.
Future research with DBRCs should include evaluation of various electronic
DBRCs. One useful tool is the Behavior Report Card Generator found on the Intervention
Central website (Wright, 2002). The Behavior Report Card Generator also includes
online software that creates charts from the data an educator would collect from the use
of the generator. Additionally, Burke and Vannest (2008) reported the use of an
Electronic DBRC called the e-DBRC. This system incorporates a formative progress
monitoring recorded of student behavior by utilizing a hybrid of direct behavior rating
and goal-attainment scale approach. This method is still under investigation but the
authors suggested that an electronic means of recording the DBRC would provide instant
graphical data for visual analysis and could be used for pre-referral interventions like
those in the RtI models and for interventions with students eligible for services in special
education.
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Summary
Participant teachers in this study were given a vignette followed by the URP-I.
The vignette included the presentation of a brief functional behavior assessment and
behavior intervention plan including a DBRC. The Experimental Group also received a
statement about the inclusion of a measure of treatment integrity and a sample treatment
integrity measure that would include school psychologist observations. Although the
general and specific ratings on the URP-I were positive (average ratings between slightly
agree and agree), statistically significant results were not found between the URP-I scores
of the two groups (Control and Experimental).
Additionally, the demographic groups of race, years experience, grade taught, and
setting types (general versus special/gifted education) did not differentially predict total
URP-I scores.
Future research should continue in this area to explore treatment integrity and
usage ratings of other components often used in behavior intervention plans, student and
teacher characteristics, naturalistic versus analog settings, and the online survey format
used in this study.
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Behavioral Intervention Plan (BIP): These plans are typically written by
behaviorally trained staff or school psychologists based upon a Functional Behavior
Assessment (see definition below) and include remedial strategies, function-based
intervention methods, accommodations, modifications and specific guidelines for
addressing the target behavior(s) in the settings in which they occur. In the procedures, a
BIP was included for all teacher participants to review before completing the URP-I.
Functional Behavior Assessment: Often abbreviated FBA, this assessment is
typically conducted by behaviorally trained staff or school psychologists and often
includes observation, interviews and hypothesis statements concerning the functions or
purpose(s) of the target behavior(s) of a student. FBAs are intended to aid in the
development of functionally equivalent replacement behaviors and interventions
addressed in the Behavior Intervention Plan.
Intervention/Treatment: Interventions and treatments are additional programming
or services provided by the educators and staff of a student who displays problem
behaviors or discipline infractions that interfered with his or her learning or the learning
of his or her peers in the natural educational environment. These components of the plan
are outlined in the student’s Behavior Intervention Plan or RtI documents.
Response to Intervention: Often abbreviated RtI, this method of educating
students involves identifying students who are at-risk and display academic and/or
behavior or social-emotional referral concerns. Interventions are provided for a specified
period of time based on a tiered hierarchy based on the child’s response level to the
lowest supplemental intervention intensity appropriate to their identified needs.
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Target Behavior: This behavior is identified for the purposes of increasing or
decreasing to appropriate levels. In school-based settings, the target behavior is often the
identified student problem behavior or desired replacement behavior. In addition, target
behaviors are operationally defined to assist in the quantifiable measurement of the
behavior.
Usage: This is the overall perception rating given from the URP-I total scores
incorporating all four factors of the URP-I together, Acceptability, Understating,
Feasibility and Systems Support.
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URP-I ITEMS
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DEMOGRAPHICS SURVEY WITH STATE NAMES REMOVED
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1. This research is about teachers, are you a teacher?
o Yes
o No
2. Which school do you primarily work?
o List of schools to choose from
o Other: Please specify: _____________________
3. Which do you primarily teach?
o Special Education
o Gifted Education
o General Education
4. Please indicate a number for each:
 How many years have you been teaching? __
 What is your age? __
5.
What is your highest level of education?
o Bachelors
o Masters
o Masters +30
o Educational Specialist
o Doctorate
o Other (please specify): _____________________
6. What grades do you currently teach?
 Pre-K
 5
 K
 6
 1
 7
 2
 8
 3
 9
 4
 10

 11
 12
 12+
 Other (please specify):
_____________________

7. What ethnicity best represents you?
o African American
o Asian/Pacific Islander
o Caucasian
o Hispanic
o Other (please specify): _____________________
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8. Check all areas of State Department of Education certifications you have
attained:
 Family & Consumer
 Grades K-12 Art
 Grades 4-8 Generic
Science
 Grades K-12 Dance
 Grades 4-8
 French
 Grades K-12 Foreign
Mathematics
 German
Languages
 Grades 4-8 Science
 Mathematics
 Grades K-12 Music
 Grades 4-8
 School Librarian
 Grades K-12 Health &
English/Language Arts
 Social Studies
PE
 Agriculture
 Biology
 Hearing Impaired
 Business
 Chemistry
 Artist
 English
 Earth Science
 Art Therapist
 Milder to Moderate
 Environmental
 Dance Therapist
Disabilities
General Science
 Junior ROTC
 Significant Disabilities
 Physics
 Math for Professionals
 Early Interventionist
 Spanish
 Music Therapist
 **I am not a certified
 Speech
 Orientation & Mobility
teacher in this state
 Technology Education
 Recreation Therapist
 Computer Science,
 Talented
Journalism, Latin,
 Early Childhood PK-3
Marketing
 Grades 1-5
9. What was your method of obtaining teacher certification?
o University teacher preparation program
o Alternative route program
o **I am not a certified teacher in the state
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